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CANADA- THE PRINCESS MARGARET HOSPITAL

RESIDENT TRAINING IN THERAPEUTIC RADIOLOGY
The Ontario Cancer Institute incorporating The Princess Margaret Hospital offers a
three year programme which combines clinical work on the wards and in the Outpatient Department of the hospital, and diacdtic courses in Anatomy, Nuclear
Medicine, Tumour Pathology, Physics, Radiobiology, and Radiation Therapy. Th is
course leads to the Diploma in Medical Radiology (Therapeutic) from the University
of Toronto, and is accredited by the Faculty of Radiologists in london. The hospital
is recognized by The Royal College of Physicians and Surgeons of Canada, and the
American Board of Rad iology, for complete train ing in Radiotherapy over a period
of three years. In addition it is accredited for Internal Medicine and Anatomic
Pathology for a period of one year, and for six months in Diagnostic Radiology.
The Princess Margaret Hospital provides complete facilities for cancer research,
diagnosis and treatment, exclusive of major surgery. Over 4,800 new patients are
seen annually; there are 175 active treatment beds, and facilities include six Cobalt
Units, two Caesium Units, a Betatron, and a 35 Mv linear Accelerator. Salaries range
from $12,750. to $15,750. per annum. Applications are now accepted for July, 1976,
and must be completed by 30 September, 1975.
For further information, write to :

Director of Medical Education

THE PRINCESS MARGARET HOSPITAL
500 Sherbourne Street. Toronto, Ontario M4X 1K9, Canada.

MEDICAL
J0 U R N A L,______________v_o_L._4....;5._N_o_. ....;.1._D_Ec_E_M_B_E_R._1_97_4
THE UNIVERSITY OF WESTERN ONTARIO

EDITOR

John Van Dorp ' 76

ASSOCIATE EDITORS

Neil McAlist er ' 75

BUSINESS MANAGER

Marta Ke ll y ' 76

ADVERTISING MANAGER
ASSISTANT EDITOR

M erv Kril '76

CIRCULATION MANAGER
ASSISTANT EDITOR

V ic Anio l ' 76

Contents
130

Editorial· John Van Dorp ( Editor)

131
132

Western ' s F irst Woman in Medic ine
We Get Letters

133

Bon Mot s f rom the Lectern - A . A ld is

134

Protection Agai nst Tuberculosi s - Dr. 0 . Clarke

136

Cou rse and Professor Evaluat ion in th e Medica l Curriculum - Fred Leitner

138

Fam ily Pract ice Preceptorsh ip - Bet sy Hall

139

The Selection of Medical Students at the University of Western Ontario - J. H . Watson

141

Pathological Photoqu iz

142

A Nat i on;~l Organ ization for Canad ian Medica l St udents - Rob Wifliams

143

Some I mpressions of Current Immunizing Pri nciples with Reglltd to Rubella - R . N . Robins

145

Tachycard ia, 1974 - John Van Dorp

151

TheRe-T read - 0 . H. Warwick

154

Meds Il l Ba lks at Two-Year Internsh ip

156

Anecdotes on Drug Analysis - Dr. M . H irst

157

Elect ive in " Pondy"- Neil H . McAli ster

159

Medic ine in the Land of the Kgotla - M ike M ill s

161

Class News

THE UNIVERSITY OF WESTERN ONTARIO MED I CAL JOURNAL is published no more than four times per
year (and someti mes less) by the undergraduate students of t he UWO Medical School. Est. in Oct. 1930. Subscription
rates $6.00 per year, (four issues). Notify any change of address promptly. All editorial, advertising and circulation
correspondence is to be addressed to the edi tor, advert ising rngr., and circulation mgr. respectively, UWO Medical
Journal, Health Sciences Centre, U .W.O., London, Canada . Print ers: Piggott Printing Co. Ltd., London, Canada.
Articles should be of practical value to students and med ica l pract itioners. Original research work is most welcome.
Artic les should not be longer than 3,000 words, and we w ill more read il y accept those of shorter length. Introduction
and summary of conclusions, should be included. Drawings and photographs will be accepted , the former to be in
b lack ink and drawn clea rl y on wh ite cardboard.
A ll articles submi tted must be typewritten, on one side of paper only, w ith double spacing and two inch margins
on each side. Canadian Press (American) spelling must be adhered to. The format for references is as follows : For
books : author(s) : title of book , publ isher, place, year. For Journals: author(s) : title of article, name of Journal
(abbreviated as in t he World L ist of Scientif ic Periodicals), volume: page, year.
Any and all contents of this journal may be reproduced without authorization of author or editor as long as
sources are properly cited and a copy is sent to the ed itor.

Editorial
John Van Dorp
Those of you who read the Globe and Mail
no doubt remember the recent series on police
brutality in metro Toronto. As a rule cops are
generally pretty good people, members of a
community, doing a job . .. pretty much like
the rest of us. Every now and again, though,
one gets careless, blows his cool, throws h is
weight around . . . Those individuals are
undoubtedly few in number. The Globe found
ten specific cases and that was enough for the
Ontario government to launch an inquiry.
At the same t ime Chatelaine (which has a
circulation of 1,300,000, making it Canada's
most widely read magazine) published an
article about medical malpractice in Canada.
It was rather global in its criticism of Canad ian
medical care, but when it got down to the
nitty gritty of specific horror stories it was at
least as damning as the Globe had been wit h
its police stories. Now I know one can obfuscate
the issue interminably by rambling on and on
about why the two situations are not comparable, and to do so might be a fascinating
academic exercise for med ical people to indulge
in, but I suspect that the ten or fiheen percent
of Canada's population which read the Chatelaine
article would not be impressed at all. I th in k
they would be more inclined to the obvious
conclusion, that professional self discipline is
not work ing out in the publ ic interest. I'm not
talking about the razz-ma-tazz nitty gritty
which forms the stuff of the Californian courts
that everyone seems to hear about, but about
fairly gross incompetence, insensitivity and
brutality. Even an institution as obtuse as
government will realize the same th ing sooner
or later. When that happens the medical
profession will no longer be policing itself precisely because it is not doing so now. Maybe
it is but the better part of seven million people
don't have any cause whatsoever to believe so,
and no matter how powerful Ontario's fou rteen
thousand doctors are, sooner or later they are
going to have to be accountable to the publ ic
unless they develop a much more creditable
accountability to each other.
Health care spending is drawing even more
ink these days, than is health care quality. The
government is even sufficiently attuned to
make tentatively meaningful rumbles. It seems
like an ass-backwards way of instituting preventive medicine but perhaps the public purse will
be able to force issues that the publ ic weal was
unable to do. Perhaps the Legislature will finally be
persuaded to make seat belt wearing mandatory.
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Perhaps it will give the dissuasion to drinking
and driv ing a little more muscle.
The August issue of Canadian Dimension
pointed out another area where health spending
could be cut back considerably. The city health
commissioner in New York in 1965 calculated
that poverty was that city's third leading cause
of death. A 1970 study of mortality rates in
North Montreal (middle socioeconomic status)
with those in South Montreal (lower socioeconom ic status) bore out the New York
calculations by demonstrating that the South
had double the mortality rates of the North,
even though its geriatric population was smaller.
Morbid ity statistics are even worse. A 1967
study of first graders in Montreal revealed that
those from underprivileged areas had al ready
been hospitalized five t imes as much as their
middle class counterparts. Once aga in we can try
to obscure the issues with all kinds of academic
drivel but the central fact will remain that a lot
of he~lth care will continue to be wasted on
diseases wh ich should not be, diseases wh ich
exist only because we allow them to .
Dr. Bette Stephenson, president of the
Canadian Medical Association, raised a stink
this fall on the subject of foreign students in
Canadian Med ical schools. She failed to define
foreign and the issue as it is bandied about
appears to involve only Orientals, irregardless
of their immigration status. Perhaps it would
be instructive to point out that a quarter of
Canada's population is first or second generation
immigrant. Here at Western the medical
adm issions committee demands landed imm igrant status or Canad ian Citizensh ip of its ·
candidates. From there on nationality ceases
to be an issue. That is as it should be. If we
accept an individual into our nation as an
imm igrant than we accept that individual as
one of our own. To do otherwise would be
to resurrect the horrors of second class citizenship. Perhaps Mackenzie King could live with
it during the war, but we cannot afford such
an appalling moral ambiguity now.

Western's First Woman

in Medicine
Since 197 4 marks the fiftieth anniversary of
women in Medicine at Western it seems appropriate to print something of the experience of
trail blazer Kae Braithwaite as recorded by her
classmate H.W. Trott in "Campus Shadows".
There was much resentment in the hearts of
the class as a whole, when Kae registered for the
medical course. A girl studying medicine? Pooh!
And of all times for a mere woman to embark
so brazenly upon such an utterly unheard of
feminine course! To enroll in a class with all the
big, tough guys fresh from France! Men! And at
that, men bearing the t itles of Captain, Major
and 'what not'! Humph! She wouldn't last long;
they'd take care of that. Give 'em just one crack
at the first trip she made to the dissecting-room.
Patiently, they bided their time. It wasn't
until the third day in the dissecting-room that
they saw their opportunity to 'finish her off'.
As it was later related to me, Dr. Schaef left the
laboratory early to return to his X·ray lab.
Here was the chance for which they'd been
waiting! Allen McCabe, with a fast over-arm
shot, sent a sizzling piece of adipose tissuewhich formerly belonged to an elderly lady who,
even yet, was serving humanity - directly over,
and very close to, the presumptive little towhead's table, ultimately finding its target in a
sickening broadside against handsome Bill
Martin's well-groomed head. Martin and his
partner, "Doc" Thompson, returned fire with a
larger and even more stodgy sample of tissue
and the battle was on.
Charlie Lockwood brought up his reinforcements and Archie Lamont removed his glasses
in eager anticipation_The astonished Kae buried
her head in her arms and was undeniably crying.
Well, they had fixed her. Too bad, but she
should have had more sense than to try to
crash the gates to the male animal's strictly
private domain.
The fellows continued the firing, managing
invariably to direct their 'm issiles' as close as
possible to Kae's table, interspersing their
cadaveric bits of ammun ition with knowing nods
and winks of self-satisfaction in the mastery of
an overly audacious 'dame'. Still, the little
feminine head remained low.
Finally, their ammunition supplies exhausted,
the boys decided to call it a day. The fool

woman could cry herself to sleep as far as they
were concerned. And when she woke up, maybe
she'd be awake, too, to the fact that she wasn't
wanted where she didn't belong.
Smiles of masculine self-satisfaction were
short-lived, particularly the smile on Vic Trainer's
handsome countenance. A brief instant later,
his face was smarting from the sharp smack of a
generous piece of cadaver number ten, welldirected and thrown as straight as an arrow by a
tow-headed, tom-boy girl who had spent the
past summer as supervisor of London's playgrounds and who had pitched baseball two hours
a day during the entire summer, to the chagrin
of many a boy on the playground, and now, it
could be added, to the absolute stupefaction of
many a male in meds. twenty-four.
Taken thus off-guard, before those fellows,
many of whom had known what it meant to
charge the German trenches overseas, could so
much as rearrange their forces, two more welldirected throws had sent the surprised Bill
Martin and "Doc" Thompson under the tables
to utilize their handkerchiefs, soon dripping wet
with the sickening cadaver-juice. The rest of the
big, brave battlers contented themselves to lie low
behind their specimens while the erstwhile and
enthusiastic little sniper, with her machine-gun
accuracy and a whole pailful of juicy ammunition,
let go with disconcerting precision every time
they so much as showed the corner of an ear.
A few minutes of quiescence, during which
time no man in that room cared to accept the
challenge to remove his anatomy from the protection of the boneyards, then, as nonchalantly
as though she had just finished polishing her
fingernails, Kae Braithwaite picked up her books,
gracefully turned on her heel and sauntered
casually out to the corridor, not a tear on her
face, but with the faintest suggestion of a selfsatisfied smile waiting eagerly to possess her
features as soon as the door was closed behind
her.
From that day forth, Kae Braithwaite
enjoyed not only the co-operation and comradeship but the undying loyalty of every student of
her year. When she graduated she married
classmate Clare Sanborn and they practiced
together in Windsor for many years until her
death .
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We Get Letters
June 10, 1974
Dear John,
I came across the following "bons mots"
during a recent unidentified examination! I
classify them as "Difficult Nursing Procedures".
Would they be of interest to your readers in
the U.W.O. Medical Journal?
1. "The patient's beds (sic?) and anal area
should be kept disinfected."
2. "Highly important would be the double
bagging of all urine, stool, vomit before
leaving the infected area."
yours, bye
Leslie Hatch

Sir,
Ms. Jazey documents the need in Canada to
continually improve the medical care of the
pregnant woman and her infant. (May, ' 74)
A National Committee, expressly charged with
defining the reasons for our present perinat al
mortality in relation to international standards,
has concluded with much evidence to support it,
that improvement could be expected through
the earlier detection of the "high risk" pregnant
woman. The latter is defined as one who is less
likely to deliver a healthy newborn infant t han
is the general population of pregnant women.
It is recognized that frequently complications
that develop as the pregnancy proceeds and
term is reached can be predicted well in ad·
vance of their clinical appearance. The intensive
management of these selected high risk situations
represents a more constructive area to which
our efforts can be directed.
To say as Ms. Jazey does, that a return to
the "natural process" of ch ildbirth that has
been "thwarted" by the current standards of
obstetric care in this country, would significantly improve our perinatal mortality rate is unfounded. In the United Kingdom where home
deliveries have been an essential component of
the obstetrical care for many years, it is
widely acknowledged that any improvement
in their perinatal morbidity and mortality will
depend increasingly on the admission of a
greater proportion of women in labour, (ideally
all), to a hospital setting. The only deterre nt
at present from this accomplishment is the
lack of hospital bed facilities.
In Canada, the perinatal mortality in the
Moose Factory area of James Bay was
46/1000 live births in 1970. Following the
institution of a programme involving the continuous attendance of Obstetrical Residents and
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Anesthetists on site, and the application of
current standards of care including effective
anesthesia when required, the perinatal mortality rate fell to approximately 16/1000 live
births, an excellent rate by international
standards. This did not involve any specific
recommendation put forth by Ms. Jazey as
being the root cause of our present deficits in
obstetric care, i.e. the mother did not deliver in
a ward bed, but was removed to a sterile
delivery room; delivery did occur in the lithotomy position so as to avoid uncontrolled
perineal lacerations and replace such with a
controlled episiotomy incision where necessary,
fathers d id not move into the delivery room.
Amongst the many inaccurate statements
condemning the local standards of obstetric
care in the article by Ms. Jazey, two stand out
as indefensible and beg comment :
1. "Placental t ransfusion is not allowed to
occur due to the early clamping of the umbilical
cord. (In most countries placental transfusion,
which usually facil itates a rapid expulsion of the
placenta without chem ical or manual assistance,
is considered important in reducing the incidence
of post-partum hemorrhage and also the incidence of future anemia in the child." Present
evidence in fact is controversial as to the advantages of " early versus late" clamping of the cord,
particularly in the premature infant where an
overloaded pulmonary circulation may result.
(Usher et al, Acta. Paediat. 52: 497, 1963).
There is no evidence to relate the t ime the cord
is clamped to the length of the third stage, i.e.
the time taken for spontaneous expulsion of a
placenta, or to the mechanism of uterine contraction in the th ird stage. These are physiologic
non sequ iturs. Conversely there is much evidence
amply demonstrated th irty years ago (Moir, J.
Ob.Gyn. Brit. Emp. 51 , 1944) to confirm the
advantages of administering oxytocic agents
routinely in the third stage to reduce maternal
blood loss and subsequent maternal anemia. This
is in contradiction to the implication by Ms.
Jazey that "chemical assistance" should be
avoided.
2. "The hospital routine then sharply limits
the time the newborn infant spends with his
mother and father, the only two people in the
world with whom he is bacteriologically compatible". It has been a routine in London for
many years to encourage the father and mother
to visit together with the infant immediately
following delivery, prior to the Mother's return
to the Recovery Room where her vital signs are
observed during the critical fourth stage of
labour. "Rooming-In" with a wide latitude in

the time that the father may be in attendance
with mother and infant has also been in effect
in both hospitals for a number of years. The
newborn infant is not "bacteriologically compatible" with anyone at birth. He may possess
passive antibodies received transplacentally
from his mother in utero but this does not
mean that he isn't susceptible to many potentially lethal organisms, particularly from the
pharynx, on exposure to his parents or to
anyone else. A major improvement in neonatal
morbidity and mortality coincided with the
development of prophylactic measures against
newborn infection imparted by parents as well
as medical attendants.
It is important for any physician attending
the pregnant woman to recognize his responsibility in preparing the family for both the
physical and emotional demands of childbirth
and the subsequent rearing of the child. To
dismiss the advances in obstetric management
that have been an integral component of the
improvements in maternal and newborn care,
as born out by the progressive fall in both

maternal and perinatal mortality, compared to
that in effect when "the natural" process was
the only alternative, is to lose an important
perspective. Most mothers desire above all
else, a pregnancy in which they themselves
remain healthy, both physically and emotionally, and one which terminates in the delivery
of a live, healthy baby. This is their primary
concern. Most mothers also make it clear that
they wish to develop and resolve their emotional attachment to the child in a manner they
see best. The imposition on the potential
mother of clinical methods founded on subjective impressions only, especially in the area of
emotional support, should be avoided. Much
better to accept the fact that most pregnant
women are mature, intelligent adults, who are
capable and desirous of working out their own
emotional destiny within the family unit with
whatever assistance they feel might be helpful.

Paul Harding

Bon Mots from the Lectern
or listening to second year med lectures
I defy you to make sense out of this lecture.
(Pace)
There's a lot of us that love the old curriculum and you're all we've got.
(B . Green)
Doesn't matter who you talk to these days,
(Greenway)
it's the same lecture.
Did I hear a narcoleptic in the crowd?
(J. Brown)
And there it is! Psoriasis right on the end
of the dink!
(Pace)
Avoiding rape: Item# 18- convince him
(Manning)
you have syphilis.
Contraindications to a rectal exam:
(Bolton)
( 1I No anus. (2) No fingers.
Dr. Masters isn't up on the dermatological
end of sex.
(Pace)
Perhaps the weirdest place for a chancre I
ever saw was at the exit of a colostomy.
· (Pattison)
Infants don't get Acne Vulgaris from
(Pace)
french fries thru the nipple.
Sit behind a big powerful desk- it
terrifies your patients and builds up your
prestige.
(0. Clarke)
Somebody invented pantihose and raised
(Pace)
the temperature of the female crotch.
Heaven: that big dialyser in the sky. (linton)

recorded by A. Aldis

And the Doctor says to the patient,
"Yup, yup, that's psoriasis. Tough, eh? I'm
afraid you're going to have to live with it."
Then they have a prayer together and the
patient leaves.
(Pace)
The heart : Don't forget that it's also in the
chest.
(0. Clarke)
And then you look at his John Thomas, and
look what you see, an animule!
(Pace)
Neonates: They're usually pretty young.
(Spoerel)
And I told her, "Mrs. X., you should have
known that the minute the consultation started
the magic began."
(Pace)
Klinefelters: He has that Wayne Newton
look.
(Jenner)
Acne treatment isn't medicine, it's soul.
(Pace)
Statistics: If it happens to you they don't
matter.
(Marshall)
Pediculis Pubis: She had a real itchy kitty.
(Pace)
Enzymatic Pathways: Chickenwire all over
the board.
(Haines)
Liver Disease- Loss of Libido: Obviously
more important in men .
(Zohrab)
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Protection Against Tuberculosis
Dr. 0. Clarke
The thought of tuberculosis often has quite
dramatic results on people who think they may
have been exposed to the r isk of the disease,
and in fact the general public as a whole tend
to have extreme views on the subject. On the
one hand you find people who believe that
tuberculosis has been eliminated from Canada
and is now only found in poor and underdeveloped countries: consequently there is no
need for any particular public health measures
to protect people against infection and indeed
any such proposals are considered either old
fashioned or unnecessary.
At the other extreme there are those who
regard any suspicion of tuberculosis with panic
and demand immediate isolation of possible
sources of infection, preferably in remote
sanatoria many miles from any centre of population.
And a curious fact is that many people who
assert that tuberculosis no longer occurs in
Canada are among the most i llogical and panicky when confronted w ith such an individual
problem.
It is therefore worth looking at the actual
statistics of tuberculosis in Canada for 1973,
taken from the reports of Statistics Canada.
INCIDENCE OF TUBERCULOSIS 1973
Table 1
New active cases
Reactivated cases
Total
Sputum positive at diagnosis

1973
3435
550
3985
2357

1972
3785
551
4336

These figures are relatively meaningless unless
compared with other preventable infectious
diseases.
INCIDENCE OF SOME COMMON PREVENTABLE INFECTIOUS DISEASES IN CANADA
Table II
Diphtheria
Whooping Cough
Measles
Syphilis
Poliomyelitis
Smallpox

69
1249
3007
3054
1
nil

Comparison of these tables should at least
confound those people who calim that tuberculosis has been eliminated from Canada. Not yet!
It could be further reduced, but there will be
vast pools of infection in other parts of the
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world for many decades to come, and therefore
no country will be free of th is disease until all
countries are free.
THE RISK OF INFECTION
Tuberculosis is spread by "droplet infection",
that is to say by droplets of moisture coughed
into the air by people with active disease. If
such infection is inhaled in sufficient concentration, and with other adverse conditions, there is
a likelihood that the next person w ill become
infected. That does not mean that he w i ll have
TB, because with the great majority of cases
the resistance of the human body w ill overcome
this infection and no illness will develop. However, as a result of mobiliz ing its defenses to
deal with this infection certa in changes do
occur, and one of these is a change in the reaction to the "Tubercul in Skin Test" and th is
simple test - usually referred to as "The TB
Test" - may become pos it ive after such an
infection : it only ind icates that a person has
been i n contact w ith tuberculosis: it does NOT
indicate that he has got tuberculosis.
WHAT PROTECTION IS POSSIBLE?
Obviously the best protection is the early detection of people with tuberculosis and treatment to cure the disease: th is at once stops the
spread of infection . For this reason, much public
education and propaganda is used to encourage
people with any suspicious symptoms to go to
their doctor or the local Chest Clinic and to have
a chest x-ray.
Secondly, by doing "The TB Test" on various
groups of people one can note any undue incidence of "positive" cases and so get a clue to
searching for a local unknown infectious case as
a source of infection. In certain groups such as
factories, schools, hospital workers, etc. this
epidemiological approach is used, but of course
it does NOT protect the individual directly: it
only leads to the detection of previously unknown disease.
Thirdly, routine TB Skin Testing e.g. every
six months can be done for people at special
risk. The purpose of this is to watch these
people closely so that any development of infection will be noted early and the individual
can then be treated to cure that infection.
Fourthly, a vaccine is available which gives
very efficient protection against tuberculosis,
better than 80% protection. That is to say, by
previously building up a resistance against tu berculosis the body is able to overcome such

infection in at least four-fifths of the cases
w hich would otherwise have caused d isease.
Th is pr inciple is similar to the well recognized use of vaccination for smal lpox, diphtheria,
poliomyelitis, whoop ing cough , etc. which has
done so much to reduce the ravages of those
d iseases (See Table II ) and it is re asonable to ask
what vaccines are available, whether the benefit s
are proven and to whom such protect ion should
be offered.

in the poorer and developing countries where
tubercu losis is a very serious ill ness. There were
a few trials done by the Health Authorities in
Puerto R ico and some Southern States which
did not confitm th is high rate of protect ion, and
a variety of explanations have been put forward
for this. Suffice it to say, that the International
Tuberculosis Union and the World Health Organization firmly recommend B.C.G. as one of the
cheapest and most effective measures of protection against tuberculosis. It's value is proven.

WHAT IS B.C.G.?
Th e initi als B.C .G. stand for the Bac illus of
Calmette and Guerin, two French scientists
who isolated and cultu red a modified form of
the tuberculous bacillus, from which the vaccine B.C.G. is now made. For the past forty
years thi s same strain has been maintained
unchanged and its stability and safety has been
very adequately proven.
B.C.G. is therefore very comparable to the
material used for vaccination aga inst smallpox :
a small amou nt is injected into the skin of a
person and thi s stimulates his body defence
mechanism to react aga inst the infection. The
vaccine itself can not cause tuberculosis but
the body defenses, once stimulated, form a
protection aga inst any su bsequent infection by
tuberculous bacil l i. The reason for this result
is that the body structures of B.C.G . and
tubercle bac il li are similar, although the one
is virulent and the other not : the patien t
reaction depends solely on the type of body
structure of the baci II us.
Th is vaccine therefore offers a means of
protecting commun ities on a large scale against
tuberculosis.
IS B.C.G. EFFECTIVE?
The most important tests of B.C. G. have
been done in England by the National Research
Council, Scand inavia and in Southern India,
mostly under the d irection of Dr. Frimodt-M iller.
The Br it ish trials were carried out under very
st rictly controlled conditions on about 60,000
school ch il dren of school -l eaving age across the
whole country . They were divided into different
groups and all ocation to B.C.G. or control
group was by random selection .
These very large groups of ch ildren have now
been followed for over ten years and it has
been conclusively shown that a protection rate of
over 80% was achieved by vaccination. That is
to say that in the group given B.C.G . the incidence
of tuberculosis du ring the subsequent years is
less than one-fifth the incidence in those who
did not receive B.C.G.
Very similar results have been achieved in
trials in many countries in the world , especially

WHO SHOULD BE VACCINATED?
In those countries with a high incidence of
tuberculosis, widespread almost un iversal B.C.G .
vaccinati on is recommended - and indeed put
into effect by government agencies: it is considered an i ntegral part of preventive medicine.
In Canada, however, where the amount of
disease is much less and where medical facil ities
of a high standard are avai lable, there is no
need for universal B.C.G. vacci nation. It would
indeed be uneconom ical and unnecessary
because the likelihood of becoming infected is
relatively sl ight. However, certain sections of
the population present a special problem for
two reasons :
1) they are more exposed to infection.
2) they would presen t a greater risk to other
people if they had TB , and therefore should
take special precaut ions.
Just think for a moment of the constant risk
of infect ion to a dent ist, doctor, nursing staff :
and thi nk of the threat posed by an infectious
school teacher, ha irdresse r, etc. Many people
obviously fall i nto both categories.
These people should take the max imum protect ion both for their own safety and the safety
of t heir contacts, customers, cl ients - call them
what you will.
There is another group who are at special
risk, namely people going to work in areas of
special high risk such as many developing countries, or in poverty d istricts in big cit ies where
overcrowding, malnutrition and poverty result
in an abnormally h igh incidence of i nfectious
disease.
To summarize, it can be said that people who
plan to work in the follow ing categories would
be wise t o have B.C.G. vaccinationMedical personnel in contact with patients, th is
includes doctors, nurses, physiotherapists,
students, etc.
Dent ists - dental students
Schoo l teachers
Public Health workers
C.U .S.O. volunteers, etc.
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IS THERE ARGUMENT AGAINST B.C.G.?
Yes.

than cure provided the techniques of pre·
vention are sufficiently effective and are applied
with reasonable d iscretion: it is this factor of
discretion, or balance, which is responsible for
a different approach in different countries. e.g.
In countries with a high incidence of tuberculosis
the widespread use of B.C.G. in infancy and at
set intervals in life is a wise policy which is in
fact advocated by the World Health Organization
the International Union against Tuberculosis,
and governments concerned, and is officially
enforced. In more fortunate countries such as
Canada, United Kingdom, Scandinavia etc. the
risk of developing tuberculosis is so much less
that a universal B.C. G. policy is not justifiable:
in these circumstances selected groups should
be protected who are at special risk themselves
or may put other people at risk because of
their employment. Some of these groups have
been listed above.

Many medical people, especially in the U.S.A.,
believe that the "TB Skin Test" is a very valuable
aid to diagnosis of tuberculosis: B.C.G. makes
this test turn positive (of course) because t he
test is an indication of exposure to tuber·
culosis or similar infection. They argue, therefore,
that it is more difficult to detect active disease
if someone has had B.C. G. and that this is a
sufficient reason to discourage the use of the
vaccine. There are two important fallacies
with this argument : ·
1) About 75% of new cases are in fact
diagnosed because a patient goes to his doctor
on account of symptoms such as cough etc.
Diagnosis depends upon the doctor being alert
to the possibility of tuberculosis and arranging
chest X-ray, sputum tests etc., and not essen·
tially upon the skin test. Indeed, the TB skin
test can give misleading results i.e. false negative
results; it is not a 100% reliable test.
2) In any case, the Iike Iihood of getting
tuberculosis is so much reduced if a person has
had B.C. G. that the value of the TB skin test
as a diagnostic aid is relatively insignificant as
well as being unreliable.

The choice of course rests with the individual,
to be protected or to be watched? In hospital,
for instance, the Ontario Hospitals Act demands
a TB skin test every six months so long as it is
negative, but after B.C.G. no further tests are
needed. Those people entering any branch of
medicine may make their own choice but they
should at least know the facts about tuberculosis.

The controversy should therefore be related
to the relative merits of preventing active disease
as against having regular supervision designed
to detect the disease in its early stages and
starting treatment. Prevention is usually better

This brief article has attempted to describe
in fairly simple terms the statistics about the
incidence of tuberculosis in Canada today, the
relative hazards of different occupations, and
the protective measures which are available.

Course and Professor Evaluation

in the Medical Curriculum
Overheard in the coffee shop: "Is there really
any point in doing these evaluations?" "Does
anyone ever look at the results, and are they
ever used for anything?" "Should students even
take the time to fill out the course and professor
evaluations?"
These questions and others like them are
frequently expressed and are often asked d irect·
ly of the representatives on the Student-Faculty
Course Survey Committee. Based on the depart·
mental response to the evaluations during the
past two years, the questions can be answered
with an emphatic "Yes".
Course and professor evaluations have been
used at Western's medical school for many years.
The project was originally started by students
as a means of improving the quality of teaching
*Chairman, Student-Faculty Course Survey
Comm ittee
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and coursework in the medical school, and the
evaluations have gone through several revisions.
In 1972, however, the students' Hippocratic
Council contacted Dean Socking with a propos·
al for establishing a joint committee which
would prepare a complete and more effective
evaluation to be used in all faculty departments
concerned with medical teaching. The idea was
approved, and the Student-Faculty Course
Survey Committee was formed . The SFCSC is
composed of three faculty members and four
student representatives, one from each med ical
year. In addition, a medical student acts as
chairman of the committee. Wh ile the costs of
running the evaluation are shared equally be·
tween the Hippocratic Council and the Dean's
Office, the composition of the committee is
such that students have a greater influence in
determining the direction and policy of this
committee.

One of the early decisions made by the
SFCSC was that the evaluations would be
conducted from a student's point of view and
that the questions should relate to course deficiencies as noted by medical classes both past
and present. To this end, three evaluation forms
were drawn up for basic science, disciplinary
courses, and clinical rotations respectively. For
each course, an evaluation is made of the in·
struction which was provided, the organization
and content of the course, and its overall
effectiveness as a learning experience for
students. Included in this last area is a space tor
written recommendat ions and remarks. Since
the student evaluations of instructors are used
to help determine promotion and tenure of
teachers in the medical school, it was decided
that the specific questions on teaching ability
should be based on prev ious research in this
area (Hildebrand & Wilson, 1970) . Five questions
are being used to evaluate teaching effectiveness, as follows : ( 1) scholarship, including the
professor's ability to discuss recent developments
and contrast d ifferent points of view in his
field; (2) clarity of explanation, including the
emphasis of major points and precise answering
of questions; (3) the ability to encourage discussion and relate effectively with the class;
(4) the abil ity to relate effectively with individual students; and (5) the professor's apparent
enthusiasm for teaching in this subject. All of
the evaluations use a seven-point rating scale
with values ranging from poor to excellent.
The evaluations are scored by computer and
complete information on all medical courses and
teachers is forwarded to the Hippocratic Council and to the Dean of Medicine. The results for
each course and professor within a given department are forwarded to the departmental chairmen, additional copies of the course evaluations
are made available to the chairmen of specific
courses, and each individual instructor is sent a
copy of his teaching evaluation. A synopsis of all
the major course ratings is also distributed to
each medical year. One of the most enlightening
areas in the evaluation is the section on written
comments and recommendations for improvement. These comments are typewritten for each
course and are included in the distribution to
department chairmen. It should be noted for the
record that these evaluations are distributed
following the assignment of marks and grades in
each course, and the method ensures that a
connection cannot be made between an evaluation or written comment and the name of any
individual student.
The course and professor evaluations are not
going to no avail. It is gratifying to learn that
several departments are now using these evaluat ions to help determ ine whether a professor
should receive promotion and tenure. In several

cases the student representatives have been contacted by department cha irmen asking for
specific evaluations on lecturers in order that
the results may be used by promotion and tenure
committees. A request has also been received
that the student evaluations be used as one of
the measures in assessing the effectiveness of
the new medical curriculum. More recently, the
evaluations have been used to revise parts of
courses that were considered to be inadequate by
students. Several professors have introduced
their lectures with the statement that changes in
the course have been made in response to low
ratings the year before, and the evaluations have
also been used for the restructuring of an entire
course, including a major change in the conduct
of a clinical rotation. Finally, there are some
instances in which lecturers have been replaced
by others on an experimental basis in order to
improve the teaching and learning program.
By tradition, the wheels of institutional
change move very slowly, and these evaluations
are intended to help expedite the process. Any
reluctance by faculty to consider the student
evaluations as a basis for change is probably
attributable to an incomplete percentage of the
returned evaluations. In the past, the number
of completed evaluations per course has fluctuated from a low of 41 % to a high of 74%. Moreover, the comments from senior medical students
tend to be more explicit and poignant than those
of earl ier years. In order to increase the effectiveness of the course and professor evaluations, a
request has been granted this year to have the
evaluations completed during class time prior to
the final exam in each course, and the evaluation
forms for the fourth year clin ical rotations will
be d istributed at regular intervals during the
year in conjunction with the clerkship paycheques. It is anticipated that these new procedures will improve both the rate of return
and the importance of the evaluations as a
basis for communication between students
and faculty .
The doors for communication between students and faculty have always been open in the
U.W.O . medical school, and the course and
professor evaluations appear to be developing as
an effective means whereby the student body
can act as a unit in suggesting change and improvement where needed . It is anticipated that the
new procedures for the d istribution and completion of the evaluations will lend even more
weight to our opinions on the medical curriculum.
Ref. : Hildebrand, M. & Wilson, R.C. Effective
university teaching and its evaluation. In K.E.
Eble (ed.). The Recognition And Evaluation Of
Teaching. Washington: American Association of
University Professors, 1970.
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Family Practice Preceptorship
A preceptorship in family medicine probably
should be compulsory for all medical students,
even those planning on specializing. The end of
second year is an ideal time (speaking of the
'old' curriculum) because it gives the student
an idea about what areas to emphasize when
studying . It is far more important to be able
to recognize the difference between otitis
externa and otitis media than to know the
intricate details of the surgery for a cholesteo·
toma.
The teaching setting in which most students
learn their medicine is a bit artificial. Most of
the patients we see in medical school are sick
enough to be hospitalized, however most of the
patients who go to a doctor are not sick enough
to be hospitalized. What do you do for someone
who steps on a nail? Can you recognize chicken
pox?
I spent three months this summer living in a
small hospital (about th irty beds) in Wiarton
and followed the three general practitioners who
live and work there. Mornings were often taken
up by going on rounds and learn ing such tech·
niques as venipuncture. I would spend some
afternoons in the doctor's offices, not just
seeing patients but observing the d ifferent
organization and methods of their practices.
I usually did not participate directly in the
offices but acted merely as an observer;having
ample opportunity to see patients myself in the
outpatient department, especially in the evenings.
There I had lots of practice suturing skin and
scalp lacerations. If patients were referred from
there to Owen Sound for surgery as they often
were, I would sometimes accompany the patient.
This was a unique opportunity to participate in
the initial assessment and treatment of a patient
i:IS well as the more specialized care.
It was good to be able to put the specialists'
comments in the proper perspective because they
wouldn't see the patients who were well handled
by the general practitioners and they were sometimes overly critical. Along the same lines, I can
now judge better some disparaging comments
made at rounds about 'some GP' who put a
patient on antibiotics for what he thought
might be a 'viral' infection .
Other days were spent in Owen Sound with
no specific patient in mind. I would go down in
the morning and watch surgery- usually being
able to choose among five different operations
at one time- or to watch the anaesthesia. By
the end of the summer I had seen at least one of
the more common operations performed as well
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as a few rarer ones. Those afternoons I would
sometimes go to the internists' offices while
they interpreted ECG's.
The specialists would sometimes come to the
hospital in Wiarton and I would occasionally
follow them there. The internists would do
some consultations on the more elusive cases
and the radiologists would take turns in coming
once a week to do fluoroscopy etc. From that I
learned what they do in an 'upper G. I. series',
' barium enema' etc., something most students
don't see until after they have ordered several
in their clerkship.
Living in the hospital provided ample oppor·
tunity to take advantage of what was happening
at any one time. A couple of holiday weekends
I would put myself 'on call' to see what it was
like to be up for three days, catch ing sleep at
odd hours. During the summer, the nurses
would call us dur ing the day or night to see if
we wanted to come downstairs for a delivery.
We (another student from the Un iversity of
Ottawa and I) would take an active part in these
deliveries. Of course there were no epidurals
up there, but how many students here see a
' natural ch il d·b irth'?
Bes ide the del ivery room at the hospital
there was an operating room which was occasion·
ally used for an appendectomy, D&C, or
dental extractions. Most surgical pat ients, however,
were sent to Owen Sound which was only twenty
miles away.
Since it is a small hospital, we got to know
everyone who worked there- nurses, adminis·
trator, kitchen staff and maintenance men. It's
hard not to be aware of things which are not
just medical. The fatty meals for the cholecysto·
grams used to stare me in the face while I made
my breakfast in the kitchen . Interactions be·
tween the staff and the doctors was an invaluable
teach ing experience in how personal ity confl icts
can affect the care of a patient.
As the summer passed I learned what life in a
small town is like. It was interesting to see what
family life of the doctors' was in relation to their
work and the town in general. Last but not least,
the Bruce Peninsula is a great place to spend the
summer - right on Georgian Bay and away
from the heat of the c ity . I would often work
weekends and take t ime off when the weather
was nice and when the tourists were gone. My
advice to anyone who has the opportunity of
doing a family practice preceptorship is: do it!
You won't regret it .

The Selection of Medical Students at the
University of Western Ontario
J. H. Watson, M.D., D.P. H.*

If it were known how to assess quality of
medical care, and if it were known how to determine what effect an action, or non-action,
on the part of a physician had on the outcome
of medical care, and if it were known the de·
terminants of various actions, or non-actions,
and if it were known whether these determ inants were related to intellectual and / or non·
intellectual characteristics of the individuals
selected for the study of medicine, or to the
educational environment to which they were
exposed, or to the "effective professional
environment" to which individuals were exposed after graduation from medical school
it might be possible to sort things out and
clearly see the impl icati ons for admissions,
curriculum, and evaluation. 1 Until such time
comes it is the pol icy of the Adm issions Committee at UWO to select medical students primar ily on the basis of academ ic record . (In the
meantime a Policy Sub-committee of the
Admissions Committee3 is following the
literature on admissions and exploring the
possibility of other means of selection of
medical students.)
The Admissions Committee is made up of
members from Basic Sc ience Departments,
Clinical Departments, Adm inistrative Staff
and other Faculties. The composition of the
Committee for 1974-1975 consists of the
following: three members from Basic Science
Departments, three members from Clinical
Departments, the Deans of: Medicine, Science,
Men and Women, a representative from each
of the Faculties of Arts, Science and Social
Science, The University Registrar, The Associate
Registrar · Admissions, a representative from
the Senate Sub-comm ittee on Admissions and
the Secretary of the Adm issions Committee.
Applications when they are received from
the Ontario Medical Student Application
Centre 2 by the University Admissions Office
are assigned to one of 10 lists based on their
age and un iversity status. These lists are :
List A U.W.O . first year Natural Science
applicants
List B Second year students, 25 years and
younger in the year apply ing, from
The Un iversity of Western Ontario

* Secretary, Admissions Committee

List C

List D

List E

List F

List G

List H
List J
List K

Second year students, 25 years and
younger in the year applying, from
an Ontario university without a
medical school
Second year students, 25 years and
younger in the year applying, from
an Ontario university with a medical
school
Third, fourth , special and graduate
students, 25 years and younger in the
year applying from The University
of Western Ontario
Third, fourth, special and graduate
students, 25 years and younger in the
year applying, from a University with·
out a medical school ;
Th ird, fourth, special and graduate
students, 25 years and younger in the
year apply ing, from a University with
a med ical school
Canadian Internat ional Development
Agency and similar sponsored applicants
Graduate students and applicants with
a graduate degree 26 years and older in
the year applying
Mature applicants, all applicants 26
years and older in the year applying
(except List J applicants)

As a matter of convenience and for purposes
of review and assessment the various lists are
considered by three Work ing Parties made up of
members of the Admissions Committee. Working
Party I considers applicants from Lists B, C and
D, Working Party II considers applicants from
Lists E, F and G, and Working Party Ill considers
Lists A, H, J and K.
With the exception of Lists H, J and K selection is based primarily on academic record. The
academic record used is the average of the last
two undergraduate years. Letters of reference
are given particular attention when a referee
expresses a doubt about the suitability of an
applicant for the study of medicine. The Medical
College Adm ission Test results are all examined,
special attention being given to the Quantitative
and Science scores. Place of resident is used as a
weighing factor in making a decision when the
academic record of two or more applicants are
similar, priority is then given to residents of
Southwestern and Northern Ontario. Applicants
whose mother-tongue is not English are inter139

viewed to determine whether or not their
mastery of spoken English is sufficient to permit
them to start their study of medicine.

ered most suitable are selected. Applications
from List J and K are all carefully examined
and reviewed and through a series of meetings
approximately twenty-five to thirty are selected
for a series of interviews by three members of the
Admissions Comm ittee. These selected applicants
are invited to come to London for the ir interviews. When all those selected have been interviewed the interviewers meet to consider the
appl icants and to place them in rank order based
on their assessment of their suitability for the
study of medicine. Th is list is finally reviewed
by Work ing Party Ill who use all other information avail able to again ensure as humanly as is
possible that the applications have been placed
in the best rank order.

List A applicants (First Year UWO Students)
are, through a series of interviews by selected
members of the Admissions Committee, and by
assessment of their application and letters of
reference, divided into two groups. These groups
are those considered ready to start their medical
studies with only one year of university trai ning
and those whom it is felt that another yea r in
university would be beneficial to them before
they started the study of medicine. From the
group considered ready to start their studies the
six with the best average of their First Year in
Natural Science are offered conditional posit ions
in First Year Medicine. The condition to be
cleared is that they obtain a credit in Organic
Chemistry during the summer preceding the
start of the first year class. (As a matter of
expediency and to be as certain as possible
that those chosen are academically competent,
consideration is limited to applicants who were
Grade XIII Ontario Scholars.)

When all three Work ing Parties have made
their decisi ons the whole applicant pool is considered by the Pol icy Subcomm ittee of the
Admissions Committee.3 This Subcommittee
decides the composition of the class that will be
recommended to the whole Admissions Committee.
Finally the Adm issions Committee meets to
review the recommendations of the Policy Subcommittee and to decide on the class composition. Once this decision is made the Committee
then selects, based on the recommendations of
the Work ing Parties, the appl icants who will be
offered positions. In addition, a waiting list for
each list is established. The applicants selected
to be offered positions and those on the waiting
list are then notified by the Un iversity Adm issions Office. In addition, those not selected for
adm ission or the waiting list are also notified by
the Un iversity Adm issions Office.

At early meetings of Working Parties I and II
applications from Lists B, C and D and E, F and
G are examined. These preliminary examinations
are to weed out those whose prior academ ic
record indicate they have no chance of bei ng
competitive when the year's final results are
available. In addition applications are exam ined
to ensure that they are eligible to apply and
that there is nothing in the past record that
would indicate the Adm issions Committee should
have more information on an applicant before a
final decision is made. When the year's fina l
results are available the applications are placed
in rank order (a computer does this chore) based
on the average of their last two undergraduate
years. The appl ications are again examined by
Working Parties I and II to ensure that as far as
is humanly possible the applications are in the !
correct order.

REFERENCES
1.

3 . The Po lic y Subcomm ittee of the Adm issi ons Comm i ttee c onsists of :
The Cha i rman of t he Admissions Comm ittee
The past Chairman of t he Adm issi ons Comm ittee
The Secretary of the Adm issi ons Comm ittee
A member of the Adm i ssi ons Comm ittee
A representative from : The Admissions Office
The Office of Servi ce and
Research i n Med ical
Educati on
The Curriculum Evaluation
Comm ittee
Such o th er members as may be deemed necessary.

Working Party Ill at its early meeting examines
applications from List A to ensure that all
those applying are eligible for consideration.
When final first year marks are available the
six to be offered positions are notified by the
University Admissions Office. Applications
from List H are examined to determine whether
or not those applying are likely to be academically competent for consideration. When the
year's final results are available the two consid-

*

From a speech by Robert L . Tuttle. M . D .

2 . The Ontar io Med ica l Stu dent App licati on Centre
which is run by t he Ontar io Un iversiti es Adm issi on
Centre came i nto bei ng i n July . 1974. I ts f uncti on
is to provide a centra l processi ng office f or the
Ontar i o Medical Schools. and to bu il d a data bank
on all appl i cants t o the Ontari o Med ical Schools.

*

*

"A custom lothsome to the eye, hateful to the Nose, harmful! to the braine, dangerous to the
Lungs, and the Blacke stinking fume thereof, neerest resembling the horrible Stigian smoke of the
pit that is bottomless."
- James I ( 1604)
from his treatise on tobacco.
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Pathological Photoquiz
HISTORY
The patient was a thirty year old diabetic
woman who, because of chronic renal failure,
received a renal transplant. She was treated with
Prednisone and Imuran but on the twentieth
day post transplant, she developed fever and
was given antibiotics. On the twenty·second day,
she had septicemic shock and developed disseminated intra-vascular coagulation and a nephrec-

tomy was done with removal of a subphrenic
abscess. A day later she developed two grand
mal seizures, lost her brain stem reflexes. Fever
continued, she remained in coma, and died
three days later.
FIGURES
Low power (upper) and high power (lower)
view of cortex of right frontal lobe.
Answer on Page 25
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A National Organization for
Canadian Medical Students
When the Canadian Association of Med ical
Students & Interns (CAMSI) dissolved several
years ago, there remained no national organization for Canadian medical students. Therefore,
in 1972, several medical schools headed by
Ms. S. Pritchard of Queen's University approached The Association of Canadian Medical
Colleges (ACMC) to see if there was a place for
Canadian medical students in th is associatio n.

a) Most med ical students rece ive stipends
during thei r cl inical clerkship (at U.W.O. it is
$100.00/ month). but some, notably, those as
Dalhousie and Man itoba, received very little
or none. The student group, therefore, had a
resolution passed at the ACMC general assembly
supporting equitable stipends for all med ical
students, and these schools then used ACMC's
support in helping them to bargain for stipends.
As of September, 1974, Dalhousie clerks were
receiving $150.00/ month.

The ACMC originally started as a yearly
meeting of the deans of all the Canad ian
medical schools, but as time passed, several
other groups joined the ACMC, including
researchers in medical education, medical school
admission officers, and people concerned wit h
continuing postgraduate medical education.
Now there are eight main committees of ACMC,
including the above mentioned and The
Committee on Student Affairs. It was to th is
last mentioned committee that a subcommit tee
of student representatives was added in 1972.
The function of the subcommittee is to
foster intercommunication between under·
graduate students of Canadian medical schoo ls
and to be the executive body for The Canad ian
Association of Medical Students. The subcommittee consists of two student representatives from each medical school that are chosen
by the students of that medical school. One
of the two students returns to the annual
meeting the following year in order to maintain
some continuity between the annual meetings.
The objectives of the subcommittee are several:
a) To act as the student voice at ACMC
b) To become familiar with and understand
the problems of medical students across the
country
c) To evaluate opinions on various subjects
and therefore formulate resolutions and/or
plan projects and activities for Canadian
medical students
d) To act as an executive association for t he
Canadian Medical Students Association

b) Canada joined the International Federa·
tion of Medical Students Association (I FMSA),
whose membership includes approximately 67
countries across the globe.
Through the I FMSA, it will be far easie r to
arrange electives and summer jobs in different
countries, and I FMSA organ izes a summer
school every year in some country where we
can go to famil iarize ourselves and deal with
the medical problems paramount to that
country.
c) Canada is now trying to organ ize an
Arctic Summer School program with similar
goals as stated above for the near future.
d) Different members of the subcomm ittee
are approaching various groups and government agencies to try to establish summer job
programs for med ical students in rural areas,
Northern Canada. and Ind ian Reservations.
Various lectures and programs of interest
to student affairs are also presented at the
annual meeting. Th is year, two topics were
discussed. Ms. Ellen Beck from McGill University
organ ized a program where several speakers
explored d ifferent ways and means of preventing the "de-humanizing" of the medical student
wh ile attending medical school. Mr. Fred
Le itner and Dr. A.C. Wallace from UWO spoke
on our methods of student evaluation of
faculty and curriculum, and the effect our
evaluations have in promoting change w ithin
the medical school.

For the last two years, the subcommittee of
student affairs has met at the ACMC annual
convention (Hamilton, 1973; Calgary, 1974).
and some of the projects and results that
came from these meetings are as follows:

*
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There are many more areas where the sub·
committee of student representatives can become
involved, and it is up to the future members to
decide wh ich directions shall be taken.

*

*

I cannot imagine anything more subversive to the highest ideal of a cl inical school than to hand
over young men, who are to be our best practitioners, to a group of teachers who are ex offic io
out of touch with the conditions under wh ich these young men will live .
Sir Will iam Osler, letter to president of
John Hopk ins, 1911
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Some Impressions of Current Immunizing
Principles with Regard to Rubella
R.N. Robins, M.D., D.P.H., F.R.C.S. (C)
Rubella in postnatal life is a relatively unimportant exanthematous infection, seldom causing much incapacity. Almost the whole of its
medical importance lies in its teratogenetic
effect in the first trimester of pregnancy. This
effect refers to the capacity of the virus to
cross the placenta and to invade the fetus causing abortion or development of congenital
defects.
With regard to its pathogenesis, the infection
is transmitted primarily by droplets of nasopharyngeal secretion, or by close contact with a
baby suffering from the rubella syndrome, who
sheds the virus in h is throat and urine. The virus
then enters the mucosa of the upper respiratory
tract and spreads to lymph nodes where multiplication takes place. En largement of suboccipital and post-auricular nodes is characteristic
and occurs from about the ninth to the twentyfourth day after exposure. The virus multiplies
in the nasopharnyx and is excreted from about
the eighth to the twenty-fourth day after exposure. Viremia occurs and lasts from about
the ninth to the eighteenth day after exposure.
The virus localizes in the skin with the typical
rash lasting from about the fifteenth to twentieth day after exposure. It is important to note
that the virus shedding from the throat and the
viremia, occur in the incubation period, and
long before the onset of the rash. Antibodies
begin to appear in the serum sixteen to eighteen days after exposure. The complications of
postnatal rubella include arthritis, arthralgia,
thrombocytopenia purpura, fetal infection
and rarely CNS problems. 1
Probably one of the most interesting aspects
of the rubella virus infection is the concept of
re-infection, in those persons who have previously had clinical rubella or who have received
the live vaccine. 2 Multiple studies have shown
that the immunity induced by clinical disease
is of a higher order than that of vaccination
but neither are absolute. On re-exposure, '
infection may result. Studies show that clinical
disease is unlikely to occur in re-infection, in
the naturally immune person or in those
vaccinated, but with regard to those vaccinated,
very little study has been done beyond the
five year period.
Subclinical infection, with some local proliferation of the virus in the throat may occur

with re-infection and this may result in a
boost in the existing antibody levels. This raises
the crucial question of whether viremia occurs
with re-infection. Current evidence suggests that
viremia does not occur in re-infection, that is in
the majority of cases, hence, it is important to
differentiate between re-infection and a primary
infection, in the case of women exposed in
early pregnancy, primarily because abortion
need not be considered in the re-infection state,
assuming a lack of viremia occurs. The question
of nasopharyngeal infection is important from
the point of view of spreading this disease. Only
about one to two percent of persons naturally
immune to rubella become infected in the
nasopharnyx on re-exposure, whereas, some
studies especially in groups of recruits and
others in close contact reveal nasopharyngeal
infection in sixty to eighty percent of persons
vaccinated with live virus and later re-exposed.
However, it seems rare for the vaccines reinfected with virus to be seminated to close
contacts, according lwakata and Rhodes.3
EPIDEMIOLOGICAL FEATURES OF
POSTNATAL RUBELLA
Rubella is one of the most common exanthematous infections of children. The majority
of cases occur in the primary school age child
five to nine years old, this constitutes the main
reservoir of the wild virus. These children then
constitute the chief source of an infection for
young mothers and for others in the child
bearing age group, especially teachers, nurses,
technicians and health science students. Despite
the fact that most cases of rubella occur in
primary school children, there are substantial
numbers in high school students and young adults.
~ubella, in college students and military recruits,
IS well recognized and several important studies
have been done is such groups. It must be repeatedly emphasized that rubella may spread
in the narrow stream of susceptibles, hence,
rubella epidemics occur in groups of recruits,
despite the fact that eighty-five to ninety percent show evidence of immunity, as judged by
the presence of HIA antibodies in the serum.4
This shows that "herd immunity" in rubella
does not exist, in the usual sense of the term
and that time space cluster must be re-evaluated
'
with regard to rubella. However, serological
studies reveal that by the late teens approximat143

ely eighty-five to ninety percent of North
Americans have acquired antibodies as result of
natural infection, and not all of these give a clear
history of clinical illness. Horstman suggests
that in children, for every one clinical case there
are one to two inapparent cases. 5
PATHOGEN ISIS OF FETAL INFECTION AND
THE CONGENITAL RUBELLA SYNDROME
The fetus is infected by a viremia in the
early weeks of pregnancy. The viremia occurs
from the ninth to eighteenth day after exposure
and neutralizing antibodies have not developed
by this time. The virus produces a foci of
chorioamnionitis. The emboli of infected chorionic cells circulate in the fetus and settle in organs
and areas of organ development. The virus
causes death of cells and inhibits cellular
mitosis. The virus persists in fetal tissues and is
present at birth for some months of postnatal
life. The presence of virus in the fetus stimulates
production in the fetus of IGM antibody. IGM
persists at high levels for some years in cases of
rubella syndrome.6 But, what is estimated as
the risk for development of the congenital
rubella syndrome? Probably the classical data
of Bradford Hill, published in 1958, which
combines the results of four prospective studies
is still the best. This was published in the
British Journal of Preventive Social Medicine in
1958. His results were as follows: in weeks one
to four, fifty percent, five to eight weeks,
twenty-five percent, nine to twelve weeks,
seventeen percent, thirteen to sixteen, eleven
percent and seventeen to tWenty-four, six
percent.
With this brief revi~w of rubella in mind, we
shall now concentrate on vaccination against
rubella. It is highly probable that local IGA
antibodies in the throat may be more important
as providing the first barrier to entry of rubella
virus. There is no doubt but that the subcutaneous inoculation of vaccine strains such as the
Cendehill strain, the HPV-77, duck embrio, the
HPV-77 dog kidney, the RA 27/3, human WI
38 cells, all induce resistance to re-infection and
produce antibodies. There is evidence that the
virus generalizes in the vaccinee, since it may be
found in the pharnyx for up to three weeks and
viremia has been detected. Complications such
as arthritis occur and the virus has been isolated
from the placenta and decidua and occasionally
from the fetus in spontaneous or therapeutic
abortions. Antibodies apparently develop in
about ninety-five percent of vaccinees originally
susceptible. But as was stated before, antibody
titres after vaccination are lower than after the
natural infection. Difference appears to be
quantitative rather than qualitative, since HAA
neutralizing and CF antibodies have all been
detected. Generally then, while there is some
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concern about the degree in quality of resistance
induced by the HPV 77 and Cendehill strains,
there does not seem to be any problem that
could not be corrected by a booster dose. From
a long term point of view, however, the use of a
strain which induces immunity more closely
resembling that which follows natural infection
is desirable and the RA 27/3 nasopharangeal
vaccination is obviously a candidate to be
included here_718

COMPLICATIONS OF LIVE RUBELLA
VACCINES
Rubella is unique amongst diseases of childhood, in that a child in Canada is vaccinated not

for the protection of the child, but for the protection of young women in the reproductive
age group, who have not checked their immunity
against rubella prior to conceiving. Hence, one
is faced with a moral question basically, that is,
one of inducing iatrogenic morbidity by giving
the vaccine to healthy children, not to protect
them against the relatively harmless, wild
rubella strain, but to protect a much older nonvaccinated population. Now I am not questioning the fact that the wild strain virus probably
induces as much morbidity as the vaccine, I am
merely questioning whether it is wise to give
young children a vaccine which apparently
protects them from five to ten years and which
requires a booster dose in order to be effective
when they reach the reproductive age group,
versus, allowing them to contact the wild strain
and have a permanent immunity. It seems to me
that any iatrogenic induced morbidity must
have some beneficial effect for the individual
being immunized. This has been the criteria for
immunization in the past, against any disease. If
it is not the criteria, then we are inducing
morbidity in children not for their benefit, but
for the benefit of someone who has not taken
the time nor accepted the responsibility of
determining her own immune status prior to
pregnancy. In some reported studies, the vaccine
has been responsible for arthralgia or arthritis
in forty percent of rubella susceptible people in
about ten to twenty days after administration
of the vaccine. Although, this figure may be
high, controlled studies have shown that there is
a significant difference between the vaccinated
and the unvaccinated group. Also, the rubella
vaccine has been associated with neurological
disorders within thirty days of the patient
receiving the vaccine. The incidence rate has
been recorded at .4 cases per million vaccine
doses distributed. The clinical pictures vary including aseptic meningitis, transverse myletis,
the Gullain-Barre syndrome, cerebral ataxia,
hemiparsis and diffuse encephalitis (Encephalitis
Surveillance, 1965 Annual Summary).

I contend that the main purpose of rubella
vaccine is to immun ize women in the childbearing period of life, so as to prevent the congenital rubella syndrome and consequently, the
need for therapeutic abortion. Since we now
have available to us, a screening test, offered by
the Ontario Public Health Laboratories, on all
blood sent for a VDR L, it behooves physicians
to take steps to ensure that those women who
are not classified as "rubella immune" receive
the vaccine in the immediate postpartum period
or subsequent visits. I favour the British approach
towards immunization and that is of immunizing
girls of age twelve to fourteen years of age, to
give them protection as close as possible to the
child-bearing years of life, rather than immunizing
the young child and stopping her from acquiring
permanent immunity through the wild strain .
I am not questioning the logistics of attacking
the reservoir of virus in the primary school
child, I am merely questioning whether it is
right to subject a ch ild to any morbidity, not
for his benefit but for the benefit of someone
else. I raise this point also, with regard to the
legal ity of using any med ication on any person
when that medication is not designed to offer a
direct benefit to that individual. I believe this
is especially important in view of the fact that
herd immunity has not been found to be especially important w ith regard to rubella dissemination . There have been numerous studies to show
that rubella spreads qu ite well within the ten
percent population that is susceptible given the
proper time space cluster relationships.
SUMMARY
The period of hospitalization after delivery

Tachycardia, 1974
With the onset of winter in ancient Rome
came the annual Saturnalia when the slaves
were given an unlimited license to folly, revels
and debauchery, when they commanded their
masters to serve them w ith an impunity that
would have been unthinkable at any other time.
Perhaps Tachy is just such a cathartic feast of
license under the aegis of a post medieval Lord
of Misrule. In any event Tachy burst upon us
again this November with all its naughty vigour
free and untempered from a year's rest. Old
jokes- almost archetypal - were trundled out
again and again and even the most outrageous
of puns were accorded a genial applause.
The orchestra led by Rob Williams warmed
up the audience with a three number prelude
and then darkness descended ... and we awoke
to the Saturnalian revels. Merry makers Nathen
Cohen and Puff Cram put in a futuristic, extra-

offers an ideal time for rubella vaccination.
Since the susceptible individual is not pregnant,
is readily available for screening for vaccination
contra-indications, counselling regarding the
necessity of adhering to a medically acceptable
regime of contraception for three months and
advice respecting side effects of vaccine administration. In my opinion then, the prepubertal
child and the postpartum patient constitute the
ideal situation for immunization against rubella
and we should allow the wild strain to flourish
in the young school age child in order that
natural immunity remains as high as it is in
the order of eighty to eighty-five percent.
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John Van Dorp
terrestial appearance, complete with antennae
and modulated speech. They stumbled upon
a time capsule loaded with the ubiquitous
voice of Skai Stevenson and a nostalgic clip
from "The Great Sperm Race" of two years
ago. Tantalized by such an outstanding cultural
achievement, they beamed back to 1974 to
explore hominoid development a bit more.
What they saw, and what we all saw, may not
have been representative; but it was certainly
a lot of riotous good fun.
Meds Wives (first things first) presented us
with a candid impression of contraception from
the point of view of the contraceptives. One
found it rather hard to accept that a condum or
an IUD could present as a d istinct personality much less sing and dance, but at Tachy anything
is possible and familiar tunes li nked to the
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zaniest of lyrics brought down the house every
time.
Meds. '78, true to form, started things off
in the Anatomy lab with a cadaverous song that
gave way to the arrival of the students and the
presentation of faculty, disguised but discernible,
to the delight of all. We then followed an
archetypal, earnest, sincere, etc., freshman
through a somewhat typical first day of medical
school: complete with an improbable penis that
would be difficult to imagine in Master's and
Johnson, a galloping gourmet with a morbid
palate and a T.V. gawk show more in keeping
with Andy Warhol than Marcus Welby. The fi nal
night was even crashed by a streaker with more
boo than balls. Somehow all the improbabil ities
and the obscenities pulled together into a
rousing finale and the promise of more good
tachies to come.
Michele Galambos and Jim Dooner entertained us all with flute, guitar and song in what
turned out to be the only straight performance
of the night. The audience found them a very
pleasant interlude from the overwhelming 'anal
genital fixation' and they were sorely missed on
Tuesday when Jim was learning all about
Gravol at U.H.
Med's 77 presented us with a cute and
ingenious picturesque voyage through the land
of Gauze. Dorothy, accompanied by her dog
Dildo, stumbled upon a look-alike crew of
little doctor trolls, called munchkins, who referred her to The Wizard for her stomach ailments.
On her way she met a scarecrow with hay fever
and rescued him from the ruthless investigations
of a three headed Otolaryngologist who cou ld
have taken his place with honour amongst the
best of vaudeville. The talking elevator then
deposited them into the pungent company of
the chief flatologist and a very unique patient
who was investigated adnauseum and finally
diagnosed, many laughs later, as incurable with
"tension pneumo-pelvis" and "chronic
destructive bum disease". Next we were taken
into the life of a limp lion trying to regain his
pride. Finally the whole motly crew came to
The Wizard, an acerbic sot with an outrageous
penchent for puns and a diagnostic and therapeutic acuity that kept the audience in stitches
long after the curtain.
Intermission, filled in by the band, was a
much needed respite from the agonies of
laughing too much, and then the nurses came
on. They distinguished themselves this year
by sparing the medical profession the abuse
they commonly shovel on. An excellent imit ation of their dean presented various prizes and
specials to the graduating class and we had a
peek into the future of each one. The oral anal
theme resurfaced, and there was even a Dents
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joke. When the laughter died they presented
another one of their fine chorus lines about the
role of nursing, but it was much more introspective than we have been accustomed to in
past years.
Then came Meds 76 as they flogged on the
tickles without mercy and with a big slice of
med school politics. With its co-ordination of
personal, political and historical themes theirs
turned out to be one of the most sophist icated
skits ever presented at T achy. as well as one of
the most theatrical. Their presentation harked
back to the land of the Nile, the Exodus (of
the old curriculum) and the discovery of medicine.
A score of tunes scrounged from a dozen
musicals were pressed into service to explore
the politics of change at the medical school.
First of all there was a bumbling pharaoh and
an ambitious pharioh who was determined to
make everything backwards. And then there
was the pl igh t of the old slaves being forced to
do more with less, and hark ing back to the
glowing prospects that had enticed them to
Egypt in the first place. Disillusionment gave
way to desperation and a fortuitous turd consecrated a very eclect ic Moses to leadership.
With much trial and fortitude and a lot of
guessing in the dark Moses led his recalcitrant
and rebell ious people to the discovery of
medicine and real live patients. (They managed
to dawdle along the way though for a lot of
jokes and a real show stopper of an orgy.)
Meds 76 took their poetic license to heart to
find a solution to the demands of old and
new and so ended with a song of resolution
that thundered through the auditorium. Theatre
is a more congen ial master than life, though,
and when the revel's over one wonders if
wishful thinking is enough .
Meds 75, true to the form we have come to
expect from them, came through with an outstanding t ight sk it . It was a musical about the
hospital and the conflict between the Medical
gang and the Surgical gang for the body of
Mel ina- a coarse, crusty harriden of a charwoman with a 'likerous eye' . She was such an
astonishingly uncouth, vulgar creature that she
stole the show while the doctors jousted for
her and belied their impotence with a lot of
machismo bravado. In the meantime an obese,
gray addled old cop was making more time with
the star than all the doctors put together and
when he was discovered as the putative father
in the pregnancy everyone had misdiagnosed,
their machismo was all put to shame. In a
rousing finale the policeman told them where it
was really at with their sex lives and they all
resolved to finish medical school and get on to
living for a change!

The Re-Tread
0 . H. Warwick
Dr. Warwick, a McGill graduate of 1940, served Western as Dean of the Faculty of Medicine 1961 65 and as Vice-President (Health Sciences) 1965-72, the period during which our Health Sciences
Center on campus was constructed. Upon resigning from his administrative responsibil ities to return to
the teaching and practice of medicine, he left London for a year's study leave. We have persuaded him
to reflect on his year of "rehabilitation".
- Ed itor
It happened the second day of my study
leave. I was attached to the Medical Intensive
Care Un it at the Wellesley Hospital and the residents and I were walking back for a cup of
coffee after having unsuccessfully attempted to
resuscitate a patient with a troublesome heart.
"Well," said one of them, a lady graduate of
Queens, "We shouldn't feel too badly about
losing that one. After all, he was born in 1916."
I still suspect she knew perfectly well I was a
1915 baby but I swallowed hard and said nothing. Such would be the trials and tribulations of
returning to "resident" status at such a venerable age.
Every practising physician knows that if he
takes a holiday of three weeks or more he will
feel just a bit uncomfortable for a few days
after returning to practice. He has to readjust
his thinking and he finds himself a bit rusty in
the matter of ordering tests and doing special
tasks. Imagine then, how it would feel to return
to the practice of clinical medicine after a holiday of eleven years! Holiday is perhaps not the
right word, but I was away from the bed-side
for such a period and I have been asked to record some of my thoughts about the process
of returning after such a prolonged absence.
My troubles all started one morning in
March, 1961, when I was happily caring for
patients in Toronto's Princess Margaret Hospital.
I was called to the phone by the President of
Western, the late Dr. Hall whom I had known
since our days together in the Air Force. "We
would like you to come to Western to take over
from Bert Collip who will be retiring as Dean of
Medicine in June." This was a complete surprise
because such a possibility had never occurred to
me. However, to make a long story short I considered it a challenge and after meeting the folks
in London, I accepted.
The 'sixties will be remembered in Canadian
university life as a period of great expansion, a
phenomenon shared by the health sciences. They
will be remembered too, as the period of student
and staff "revolt", the years of demand for
greater participation in university decision making processes. The "revolution" was a success
and probably a good thing but, as everyone

associated with a university knows, its legacy
has been an explosive sprawl of committees
whose hallmarks are the gentle arts of consensus
and compromise, and often the wasting of time
on matters of little consequence. For my own
part, I inherited membership in over seventy
university committees and one day decided it
would be more fun to be back looking after
sick people. This, of course, was not the important reason for leaving administration. I am one
of those who believe that in un iversity life an
administrator can be effective for only a limited
period, and I felt I had served such a period.
On January 2, 1973, I left for Toronto to do
six months at the Wellesley and Princess Margaret Hospitals where I had worked previously and
where I had many friends. The second part of
the year would be spent visiting cancer centres
in the Un ited States and in Europe. One might
ask, "What status did you have at the Toronto
hospitals and how did you participate in the
teaching setting?" The main objective, of course,
was to be placed where I could see patients of
all types and participate in their management,
and this was accomplished by becoming a temporary member of the active staffs of these
hospitals. In effect, though, I was a resident
working with patients on the various medical
services at the Wellesley in the morning, then
moving to the Princess Margaret in the afternoon.
In doing so, I became familiar with what was
new in the broad field of med ici ne as practised
on the intensive care, card iovascular, chest,
haematology, renal and endocrinology services
and gained a greater depth of experience in the
subject of medical oncology.
Internes' residences haven't really changed in
thirty years. The "Tiltin' Hilton" on Sherbourne
Street is an old house of surely two hundred
years, but comfortable never-the-less and wonderfully close to work - a great pleasure not to
be driving through traffic each morning. On the
ground floor is a thermostat with a big sing,
"Do not adjust". This made no difference.
Everybody adjusted it and settings from 55°
Fahrenheit to 85° Fahrenheit were commonplace. The ground floor was unbearably hot
when the setting was 55° and the third floor
was habitable in winter only when the setting
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was 85°. But we all survived. One night, too, I
was bold enough to smuggle my bride into residence having been unsuccessful in locating a
hotel room for her short visit to Toronto. The
word got out, probably through the maids, that
I had had a lady in my room and all because of a
small oversight - an evening dress left hanging
in the closet, something not easily explained
away.
Another question one might ask is, "Were
you ill at ease on returning to clinical work after
such a long absence?" . Indeed I was, for about
three months. Much of this discomfort, I th ink,
stemmed from the changes in what we used to
call "materia medica". The older antibiotics
had been replaced by new ones and many new
trade names had appeared in the pharmacopoeia.
To read order sheets on the wards was like reading a list of Ghengis Khan's chieftains - Dalmane,
Tylenol, Keflin, Atarax, Robitussin, Pericolace,
Fiorinal and Phenaphen. On the other hand, a
few old friends like Digoxin, Coumadin and
Demerol were still about. Diagnostic procedures
had also changed and some of the refinements
and additions were impressive- arteriography,
lymphangiography, f ibre-optics, rad io-immune
assay, automated haematology and blood chem istry. Particularly impressive were the advances
which had been made in scanning with radioisotopes using agents such as Techn itium 90.
New procedures and new drugs, by themselves, are not a true measure of the advance of
medicine. Of more importance is the greater
depth of understanding we achieve, decade by
decade, about the basic nature of health and
disease. To maintain a working knowledge of
what is new in cytogenetics, physiology, biochem istry and the like is an almost impossible
task yet we should all strive to do so. It has been
my practice, for years, to read the New England
Journal of Medicine and I commend it to those
of you about to graduate. It regularly reviews
advancing knowledge in most fields and clearly
sets out the practical importance of new discoveries. No other journal seems to do it so well.
One often hears the statement that fifty percent or more of medical knowledge is obsolete
in ten years. As appl ied to the practice of medicine, this surely is not so. If by obsolete is meant
something wh ich is gone out of use, or of a discarded type or fashion, then I doubt whethe r
five percent becomes obsolete in ten years.
Patients don't change. Diseases present as they
have for centuries. Diagnostic techniques are
usually refined, not discarded, and advances in
treatment significant enough to re·place olde r
ones are painfully slow in appearing. It is probably true, on the other hand, that in the basic
sciences obsolescence is a more prominent factor.
Yet I am not convinced that a ten-year-old
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edition of Best & Taylor would be a dreadfully
marked book if someone went through it page
by page and crossed out those things now considered obsolete.
Let me turn to several items which impressed
me one way or another. The first had to do with
diabetes. I am qu ite aware that one of the controversies in medicine today centres around the
method of management of the older diabetic.
Suffice it to say I think these patients generally
are handled poorly compared to even a few
years ago, and I am not at all convinced by the
arguments supporting the ph ilosophy of
"benign neglect".
The one observation I would make on
"resuscitation" is that too often the team rushes
to save some poor soul who, in any event, has
no remaining useful or happy life. The fault is
not with the team. Rather, it lies with the attending physician who fails to identify those patients
who should be allowed to die quietly and with
d ignity.
Iatrogenic disorders are a matter of special
concern and have become an increasing burden
on available hospital beds. The Canadian CPS
manual represents a most constructive and helpful action regarding the use of pharmaceuticals
and specialties and all of us in practice are indebted to the authors who have painstakingly
set out the good news and the bad news about
every agent available.
A development of great importance to all of
our medical centres has been the appearance of
physicians with special training and interest in the
subject of infections. With few exceptions, in the
past, our hospital bacteriologists did not take,
or were not asked to take, a special interest in
the clinical management of patients seriously
ill with infections of various kinds. Acceptance
by practising physicians of the importance of
expertise in this field is most gratifying.
In all sincerity, I must record that the
internes and residents with whom I worked
were, without exception, very fine people,
hard-working and dedicated to the welfare of
their patients. Their knowledge of the broad
field of medicine was impressive, and to work
with them was a pleasure. Let me say, too,
that as a group of human beings they have not
changed over the years. To me, they fall in
several categories. The average fellow, ded icated,
hard-working and rel iable. He teaches his
juniors well but his seniors seldom learn much
from him. And there are the very bright fellows,
who in turn, fall into two sub-groups, the vocal
who have much to say as they go about their
work and who often drop unsuspected pearls
on the way. The other group, the quiet ones,
to me are the most stimulating. By engaging

them in quiet conversation, much can be
learned.
The remainder of my year can be summed up
fairly quickly. There was the annual salmon·
fishing visit to the south coast of Newfoundland
where, on the rocky shore of the Co nne River,
I recognized my MicMac Indian guide as suffering from Hoffman's syndrome (You can look
that one up.). In fact, I had observed the condition for three years before I finally recognized
it, which isn't bad for me. Once upon a time,
my wife completely ruptured an Achilles tendon
while skiing and it took me only five days to
recognize it.

week at the Institutes of Health in Bethesda,
my wife and I left for Britain and Europe. My
particular interest was to see at first hand how
others managed the haematological malignancies
and more particularly, advanced cancer of the
breast. The teaching hospitals of London and
Edinburgh are, as always, first class and a
pleasure to visit. The big thing in Paris, at
present, is immunotherapy of neoplastic
d isease. Milan is the home of Italy's excellent
National Cancer Institute where Daunorubicin
and Adriamycin were isolated. Rome had little
to offer in the medical sense, whereas Stockholm
was stimulating.

For the remainder of the summer, I worked
at the Cancer Clinic at V ictoria Hospital and
by this time was noting a certain restlessness
and desire to get back to the routine of daily
work in a familiar setting. I had also completed
the self-assessment examinations of the American
College of Physicians. But visits to well-known
cancer centres had still to be made. After a

But enough was enough. The feeling of
wanting to settle down had overwhelmed me
and in November, I settled in at Victoria
Hospital. It is pleasant to be back in a clinical
setting and if I might say so, it is more fun,
more personally satisfying, and definitely
easier to look after sick people than it is to be
an administrator.

Answer to Pathological Photo Quiz
uncommon, but points out the fact that infections with unusual organ isms occur in patients
who are treated with immunosuppressive
agents. Some of these pathogens include toxoplasma, candidiasis, and cytomegalovirus.

DIAGNOSIS
Necrotic foci due to toxoplasma.
COMMENT
The photographs show necrotic foc i in the
cortex of the right frontal lobe. Present are
many toxoplasmic cysts filled with organisms,
surrounded by reacting glial cells.

REFERENCE :
Generalized toxoplasmosis following renal
transplantation. Reynolds, E.S. et. al., Arch.
Int. Med. 118, 401, 1966.

This patient had disseminated toxoplasmosis,
with involvement of many body organs including the central nervous system. This infection is

J. J. Gilbert, M.D.
J. C. E. Kaufmann, M.D.

*

*

*

*

*

*

Robbin's "Pathology" is not without humour. Page 575 of the third edition reads as follows
" . .. have made of atherogenesis a veritable Augean stable ... "The Augean stables contained
3,000 oxen and were uncleaned for thirty years. Hats off to you Dr. Robbins for finding such an
exquisite, academ ic synonym for a pile of shit.
Zimmerman, who was very eminent as a phys ician, went from Hanover to attend Frederick the
Great in his last sickness. One day the King said to him: "You have, I presume, sir, helped many a
man into another world?" This was rather a bitter pill for the doctor but the dose he gave the King
in return was a judicious mixture of truth and flattery . " Not so many as your majesty, nor with
so much honour to myself."
from a L ibrary of Modern Eloquence, Vol X., edited
by T. B. Reed, Chicago, 1905

*

*

*

On older trees still, huge lobes of fungi grew like lungs. Here as everywhere, the Unfilfilled
Intention, which makes life what it is, was as obv ious as it could be amongst the depraved crowds
of a city slum. The leaf was deformed, the curve was crippled, the taper was interrupted; the
lichen ate the vigour of the stalk, and the ivy slowly strangled to death the promising sapling.
from The Woodlanders, by
Thomas Hardy
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Meds ill Balks at
Two-Year Internship
The following brief was drafted by a committee of Meds. Ill and sent to the Ontario College of
Physicians and Surgeons at the end of October.
- Editor
As third year medical students at U.W.O. , we
will be among the first to be affected by you r
proposed motion (2 ER -10.74) which would
change postgraduate training requirements to at
least 2 years before being eligible for a license
to practice in Ontario. Our class is deeply con·
cerned about the proposed changes for a
number of reasons.
1. There is a lack of statistical evidence that a 2
year internship is better preparation for entrance
to general practice than the present 1 year internship following 1 year of clinical clerkship.
In The Training of Good Physicians (Lyden,
Gergen & Peterson, 1968) and The General
Practitioner ( K. F. Clute, 1963), no allowance
has been made for undergraduate cl inical
experience. The reason for this oversight is
that the data for both studies was obtained
from physicians who graduated before the
advent of cl inical clerkships and elective programs within the medical school curriculum.
Both of the above studies related the qual ity of
medical practice to the duration of post-graduate training. The only statistically significant
relationship was between the quality of pract ice
and the length of time spent on internal med icine wards (Clute, p. 540) . Surely, the major
advances which have been made in undergraduate education in the past ten years have
improved the ground structure of medical
education.
Before the current motion (ER-10.74) is
passed, it might be wise to establish a study of
physicians who have enjoyed the benefits and
responsibilities of clinical clerkship. Such a
study could be more complete and therefore
more relevant if a two year waiting period was
observed; that is, until there are sufficient
graduates of family practice training programs
in the field to enable a comparison of these
people with people entering via other routes.
2. At the present time we understand that
many newly licensed physicians are encountering
difficulty in obta ining admitting privileges at
various hospitals, particularly in the larger
centres. Apparently, the hospitals concerned
are raising the prerequisites for privileges in
order to control the number of people able to
admit to their facility . We question the fact
that increasing the internship to two years
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will ensure the acqu isit ion of admitting pri vileges
at such hospitals. The administration will have
the option of once again increasing the ir training requ irements in order to cont rol the number
of doctors admitting to thei r facil ity.
3. Although portability of a license to practice
in other provinces in Canada is desirable, there
is no guarantee that a two year internship in
Ontario will ensure this portability. Once aga in,
the other provinces have the option of again
increasing their requirements to block doctors
tra ined in other provinces.
4. We feel that increasing the time requ irement
for licensu re to become a general practitioner
will tend to increase the number of graduates
do ing specialty tra ining. If the present motion
favouring a 2 year internship and a 3 year family
practice residency is passed, it can only act as a
deterrent to people choosing fam ily practice,
when only 4 years residency is requ ired for
specialty certification. In The Train ing of Good
Physicians, which deals primarily with career
choices of new med ical graduates, the major
considerations of people entering family practice
are those of a generally increased age at the
t ime of graduation, care of a wife and family,
and lack of outside financial support and
encouragement. In view of the need for more
family physicians and the push of the Ontario
government to achieve this goal, increasing the
time of internship can only be detrimental to
medical care in Ontario.
5. Evidence suggests that the best training is
provided in teaching hospitals with a sign ificant
portion of the t ime spent in internal med icine.
If the undergraduate education and internship
cannot provide adequate preparation, perhaps
your efforts should be d irected to improving the
quality of the program. But indeed, has this not
been done? The present program now includes
that significant year of clinical clerksh ip. It is
important to consider that there is no guarantee
that increasing the quantity of postgraduate
training will improve the qual ity of such train ing
and thereby improve general medical practice.
6. The proposed motion is in opposition to the
current trend to shorten medical education in
North America.
From our view of the medical profession in

Ontario, it appears that the College is making a
serious mistake regarding this proposal, and as a
result we wish to express our opposition. We do
understand that at some point in the future
such a move may be necessary, but we believe
that this move should be considered only after
adequate evaluations of both clerkships combined with 1 year internship, as well as present
family practice training programmes. It is our
opinion that the Ontario College is lengthening
formal medical education by establishing an
additional training year without adequate
assessment of the worth of the present university clerkship program.
Finally. an extra year of postgraduate train-

•

ing seems to be redundant in that the field of
medicine at all levels is supposedly one of continuing education . Why introduce more artificial
barriers to practice? Perhaps one should propose
steps to ensure continued licensure with a minimum of 1 year internship and 30 days per year
for the first ten years of practice, followed by
20 days per year for the rest of each practitioner's working career. This extra time per year
could be spent in further training in an area
where the individual physician feels the experience would be of most benefit to his/her
practice. We refer you to the O.M.A. Code of
Ethics, point V, where it states,"Teach and be
taught", not just for 1 year but continually
throughout a medical career.

PLER~E C.01'1E 00\oiN Mit ""MtTH, I.
PllOf'ltSE TO WARI'I IT UP NEXT Tll'\~. 11
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Anecdotes on Drug Analysis
In 1971, the Department of National Health
and Welfare, in response to many requests for
analytical information on drugs of abuse,
established local centres at which such analyses
could be performed. Identified personnel in
these centres received authorization from the
then, Minister, John Munro, to possess samples
of narcotic and restricted drugs for the purpose
of analysis; the drug samples for such analyses
being obtained from practitioners. The overall
objective of the program was to assist practi·
tioners in the treatment of patients who used
illicit drugs by providing this analytical input.
The program at Western involved Dr.
Harold Jackson, the late Dr. Jack Parker and
myself. While the availab ility of this service
was advertised to the local health-care community there was very little initial response
from physicians. A more rapid response came
from the user community.
The Department of Pharmacology is one of
the University units that seems to be particularly attractive to shifty disaffective vagrants.
We receive several visits a year from persons
who do not show the wholesome blush of
youth characteristic of the student body.
They seem to be shy, yet highly interested in
our scientific endeavours. They like to look
in the laboratories, especially when no one is
present, presumably to glean the latest info
on the most recent cathartic. We understand
this motivation and would never accuse them
of seeking out psychoactive drugs for their
own use. But although we would never accuse
them, we are highly suspicious and secretive
by nature and take precautions to keep such
substances in secure locales, open to the scrutiny
of the R.C.M .P.
Shortly after our analytical service was
publicised, I was called to the departmental
office. A prototype individual wished to talk
to one of the analysts. This particular
character was dressed in dusky black and
sported a dusky black gaucho hat. The original
clothing had been black, the duskiness being
appended over a considerable period of time.
He seemed to suffer from lateral nystagmus,
and was seemingly capable of looking out of
both the corners of his eyes at the same time.
He asked if I did analyses of street drugs and I
indicated that I did. Following a brief, but
obviously distressing bout of his nystagmus, he
took off his hat and removed a small foil
wrapped package from the hat band. He would
like the contents analysed. I told him that we
only investigated drug samples that came from
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Dr. M. Hirst
physicians and we would be glad to check it if
he could get a covering note from his physician.
He did not respond too well to this advice and
wondered if I could recommend someone else
who would do the analysis for him. I suggested
the government laboratories in Toronto or
Ottawa, via the A.C.M.P. and he responded
quite badly. After a few mumbled words of
thanks (I think he was thanking me) he put
the foil back in the hat band and departed .
Over the next months we saw a few samples
and analysed them. They came, wrapped in foil ,
in capsules, others as tablets. The samples in
foil, most frequently, were a few milligrams of
grey or brownish crystals with the occasional I
short hair, or two, or speck of dust as adjuvant.
These frequently analysed as amphetamine
(methamphetamine or M.D .A.); genuine street
drug, bath-tub synthesized, hopefully not for
I. V. use. The capsules were of two types.
Clean capsules containing clean-looking drug
would be identified by the Gupta and Koefed
Identification Guide and then confirmed by
analyses with authentic samples. The second
crop of capsules were less salubrious, giving
the appearance of overuse. They were misshapen,
grubby and were obviously repacked. The
contents varied from off-white to brown. Many
proved to be psychoactive substances, primarily
hallucinogenic amphetamines. One particular
sample proved troublesome. The contents were
brown and granular. The material responded
vaguely to some test procedures, but was not
identifiable as any narcotic or controlled drug.
The substance gelled after dissolution in water,
a very uncommon property . Further investigation
showed that gelatine itself gave the same vague
responses to the tests. On pursuing this further,
we found that this capsule had sold for two
dollars and the purchaser was disappointed
by the trip he'd had while on this protein. This
'rip-off' example serves to illustrate the basic
dishonesty of the illicit market. Samples are
commonly sold as mescaline, T.H.C., harmaline,
cocaine, L.S .D., M.D.A ., barbiturates and so on.
Many times the generic title was not upheld
by analysis. We have never seen mescaline,
tetrahydro cannabinol or harmaline in street
samples sent to our laboratory. Invariably these
analysed as M.D.A., methamphetamine,
phencyclidine, or phencyclidine plus some L.S.D .
Material purchased as cocaine, L.S.D ., speed,
barbiturates, hashish and M.D.A. often proved
to be these substances, but not always. One of
the first tablets that was received was large,
red and sugar-coated apparently being sold as a
'downer', sodium seconal. It gave no indication

of being this drug, but every indication of being
sodium salicylate. Perhaps this was the most
expensive aspirin surrogate around at the time.
Other valuable drugs have appeared from
time to time. We have found chlorpromazine
and tetracycline as the only active ingredients
in samples being sold as short-acting barbiturates.
These require no further comment. We once
received a sample of chopped-up mushroom,
reputed to be a psilcybe species. Wash ings from
this d id contain indole alkaloid, but the quantity
of sample precluded further investigation. We
later discovered from other centres that it is
the practice to adulterate chopped-up field
mushroom with L.S.D. and sell the product as
the 'magic mushroom ' .
While some of the tablets do come from
legitimate manufacturers, others are home-made.
The micro-dot L.S.D. tablets fall into this category. They are vividly coloured, yellow, inky
blue or dark brown and well deserve the microdot appendage. Sl ightly larger tablets, about
the size of a saccharin tablet, if not actually a
qu ick dyed saccharin tablet, are often phencycl -

idine or this in combination with L.S.D.
Combinations of drugs in illicit samples are
rare. Only on one occasion have we seen a
sample that was a multiple mixture . This
innocuous looking brown ish powder contained
phencyclidine, cocaine, some amphetamines
and possibly some strychn ine. While every
component was not analysed there were at least
eight ingredients. Its pharmacological actions
could be unpredictable, just like aviation gas in
a car.
We remain open to receive samples of drugs
for analysis from practitioners and can provide
qualitative results, often within a few minutes.
We are not open to prov ide ind irect government quality control for pushers, or even direct
information to users themselves. Our efforts in
the street drug analytical area confirm that
many of the drugs changing hands are misrepresented. This factor should be taken into
account, prior to, and during any therapeutic
procedures that are indicated for street-drugusing individuals.

Elective in "Pondy''
Pondicherry is a tiny state of India, situated
about 125 km south of Madras on the Bay of
Bengal. The capital of this state is a town of the
same name, usually referred to as "Pondy",
with a population which the locals speculate
might be somewhere around 50,000. The
population of "greater Pondy" is no doubt
much larger, for one of the most incredible
things about South India is that wherever you
go people just seem to arise out of the ground .
Even out in the countryside you can never be
alone. Pondicherry has little to reccommend it
to the tourist. The only place of note is the Sri
("honourable") Aurobindo Ashram, a motley
collection of delapidated buildings where
pilgrims from the north of India and the hopeless, drug-addicted dregs of the European
lotus-eaters, scornfully called "heepees" by
the natives, come to study the philosophical
obscurantism of the sage Aurobindo.
Three miles outside of town, along the
bumpy single-lane paved strip that goes to
Madras, is "JIPMER "- the Jawaharlal Institute
of Postgraduate Medical Educat ion and Research. Most people in Pondy just call it "the
Government Hospital", for it was built by the
Indian central government in fulfilment of
promises made to the people of Pondicherry
when this former French colony joined Ind ia
in 1956. As the me rciless summer sun beats
down from a cloudless sky, the whitewashed

Neil H. McAlister, '75
walls of the institute look unusually clean and
bright in contrast to the earth and red mud
colours of the squalid thatched huts and
shanties just across the road. Only when you
come up close do you see the cracks in those
walls, the cockroaches, and the places where
too many unwashed hands have discoloured
the door-frames to dirty brown .
JIPMER is certainly not a backwater of
hopelessness, however. It is a large and modern
medical college for both undergraduates and
postgraduates, as well as a big treatment centre
with mammoth facilities for inpatients and outpatients. It is affiliated with the University in
Madras, which grants the M.B.B.S. degree, but
largely JIPMER is an autonomous community
of medical people in all phases of education.
Western has had a good deal of exchange with
JIPMER over the past ten years. Drs. McKim,
Kertesz, Spoerrel, the late Dr. J. Parker, and
Dr. D.C. Williams, our Univers ity President,
have all visited JIPMER, and in return, Dr. ·N.P.
Singh came for a few months as a visiting
professor of anaesthesiology. Under the leadership of Dr. McKim several students from our
school have made the trek. The Indian students
recounted gleefully to me how Shiel a Zubrigg
appropriated the saree as her standard attire
during her visit, and many wanted to know
how Norman McCl intock and Derrick Smith
were faring. The ties are strong.
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Despite the fact that JIPMER is a highly
civilized medical college, th is Canadian student
was gratified to discover that medical school in
Pondy is quite another proposition than the
equivalent educational process at home. Cu ltural
and social differences there were plenty. Everyone from nurse to freshman to interne to
principal lives on campus, each occupational
"class" in a different hostel. But even though
there is proximity of residence, the divisions
between social classes are rigidly maintained.
The professors naturally are at the top, and
they are treated with great respect by the house
staff who in turn are viewed with similar awe
by the undergraduates. It is inconceivable that a
professor and a student could ever be on a first
name basis; in fact, I did not once hear an
undergraduate call even a junior intern anything but "Sir"! Indeed, graduates have their
own separate hostel, where they live in isolation
from the juniors. Another cultural difference
which is surprising to a foreigner is the nearly
total absence of social life between men and
women at JIPMER, despite the fact that the
sexes are represented nearly equally at the undergraduate level. Very few students are married,
and there is no married student accommodation.
Dating is considered "indecent", and life is not
complicated by peculiar sentiments such as love.
The parents arrange a suitable "alliance" with
another family of acceptable caste, occupational
class, and wealth, and the students are married
off by their fathers after graduation, to a person
who is usually a stranger to them. My room-mate
explained that, "You marry whom you love, but
we love whom we marry ." Strangely, he seems to
be right. Most married couples are thoroughly
devoted to each other, as far as I could tell,
because they are socially conditioned to respond
that way by traditions thousands of years old .
It must be pointed out that Pondicherry morality is considered very old-fashioned by the people
of more modern North India, who have sent iments much like our own.
As an undergraduate I lived in the camaraderie
of the guys at Osler House, a big four-storey
concrete "filing cabinet" for undergraduate men.
I ate their food, participated in their clinics, and
enjoyed with them the privilege of being
addressed as "Mighty, Mighty Sir" by the new
crop of freshmen who arrived in August. It was
impressive to see how hard the Indian students
hit the books: their theoretical knowledge of
basic sciences is exceptionally sound. But in the
area of practical experience we are probably
better off, for at JIPMER medicine is taught in
much the same way that it was handled here
fifteen years ago: heavy on the theory, light on
the practical. There is no such thing as a clinical
clerkship, and a senior student is never bothered
by night calls. (There is no telephone in Osler
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House to call him on anyhow, and if there were
it probably wouldn't work!)
Consequently I rapidly fell into an independent pattern of informal study that was designed
to suit my personal tastes. One productive area
was the medical OPD, where pathology abounds.
They say that every other patient has TB, and it
seemed to be true as nearly as I observed.
Presentations were often far advanced and
"classical", for generally the poor patients cannot
afford to leave their jobs even for a day to come
for treatment, and they do not do so until they
are simply on their last legs, and desperate.
There was a great deal of parasitic infestation,
especially amoebiasis and hookworm: a haemoglobin of 8 was considered "acceptable", and I
saw people walk in with haemoglobins of 2Y. !
The Pondicherry region is one of the leprosy
capitals of the world, and any number of these
unfortunate patients could be found daily at the
Skin and Venereology OPD, a happy department
managed by one Dr. Bedi, a big, jolly Sihk with
a huge, black beard that covers his mouth entirely, a blue turban, and a general disposition (and
laugh) like Santa Claus. For those with academic
inclinations there is the opportunity to investigate the research project into the transmission
of leprosy which is now under way at JIPMER.
A bewildering array of venereal diseases present
themselves in advanced stages of progression:
the moral climate being such as it is, many find
themselves involved in prostitution to relieve
the frustrations, merely pointing out that in
Pondy, as everywhere, there is often a difference
between what people say and what they do.
The unhappy part is that shame prevents the
patients from seeking treatment until infertility
and disfigurement have occurred. Those who like
0 / G will find no end of work to do at the
Maternity hospital in the town of Pondicherry
proper: if you get off on doing deliveries, by
all means try JIPMER . Just be prepared to hear
the screams as they perform episiotomies (and
sew them up again) sans anaesthetic.
The Rural Health Centre administered by
JIPMER is also a tremendously valuable cultural
experience. The staff are only too glad to take
you right into the villages to see how the country
folk live. It is much more easy to understand the
origin of the pathology at the main hospital once
one appreciates the conditions under which the
majority of South Indians eke out an existence.
One also comes to understand from first-hand
experience the terrible burden that ignorance
and superstition places on much of the world .
While there is much of medical value to see
at JIPMER, and even some work that a visiting
student is allowed to do, the cultural part of the
experience was to me the most valuable, for it
has given me a perspective on our own place in

the world that is entirely d ifferent than that
which I had prev iou sly . It is a strange and un·
comfortable feeling to rea lize that my friend and
room-mate is probably having that same crummy
rice for supper tonight, and that he and his friends
are likely going to bed slightly hungry. It is dis·
concerting to know that they'll be working like
fiends to pass exam inations on the treatment of
d isease, only to get out into practice in a country
where most patients are too poor to be able to
buy the med icat ions that they need . And it fills
me with an ominous, black sense of forboding to
have faced the fact that population plann ing in
India has been a total and complete failure over
the past 27 years of Independence. How can
the theoretical doubl ing of India's population
by the year 2000 occur? People wil l be starving
soon, not by thousands as they do now, but by
mill ions.
Where do we f it in? Certainly not in a prac·

tical sense. Those with m iss ionary zeal had perhaps best seek to help elsewhere. India is a
proud country and does not like to ask for handouts anymore. You may not be aware that she
has refused fore ign aid from the United States
this year, even though she needs it badly. There
is a moratorium on m issionary hospital efforts
now, while India evaluates the impact of such
programs on her culture and future. Jl PM ER
needs foreign students not at all - but the fact
that it does accept Canadians is of tremendous
sign ificance. The world is one, and it is small ...
I had heard that line before, but now I feel it.
My friends at JIPMER are not "far away", they
ani just "over the hill". The ir fate is ultimately
going to affect us here. I certainly do not know
how t o avoid the worldwide d isaster that people
wi ser than myself have been predicting for some
t ime now: but the f irst step is understanding.
A nd that is what JIPMER and the India experience did for me. It helped me to understand.

A village near JIPMER.

J.I. P.M. E.R. main offices.

"Every

~Mtient

has TB"

Medicine in the Land of the Kgotla
Mike Mills, '76
The story went something I ike this.
Her mother had carried her for more than a
day across the sand and scrub of the desert to
arrive at the outpatient's ward of the hospital,
exhausted. What she had brought to us was a
tragedy. The little gi r l (she looked to be five or

six years old, but was probably closer to ten)
was practically dead. She had had another fit,
mother told us, but this time, no one had been
with her. She had thrown herself into the fire
before she could be stopped. The mother knew
the native medicine was not helping her when
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she saw the green pus form ing on the raw,
roasted flesh . Now, they were here, to seek t he
help of the doctors in the hospital.
Mmampi lived. With the help of intravenous
solutions and massive doses of antibiotics, she
regained her strength, and her burns began to
heal. But the resulting skin contractu res turned
this del ightfully happy little girl into a hideous
sight. Her chin was pulled down upon her chest,
the lower lip dragged down onto the chin. Her
thorax was a tangle of tight, fibrous cords; her
right ear had been charred away, and the fingers
that held the dirty rag that constantly wiped
at her drooling mouth, were scarred and stubby.
So, the grafting began. Meticulously, and
with infinite patience, we removed the skin
from Mmampi's legs, to place it carefully on
her neck and chin. A week later, our results
were apparent. When the plaster cast was removed, and the bandages cut away, the pus
flowed out, leaving but a small piece of our
graft viable. Repeated operations were to no
avail. The dirt and germs of the hospital wa rds
were practically incombatable. What were we
left with? A little girl , destined to spend the
rest of her life in seclusion, far away at the
family village, hidden away from pry ing relatives
and questioning friends.
Mmampi's ordeal was only one of the many
that I had the privilege of being part of this
summer. Through the generosity of the Abbott
Pharmaceutical Company of Montreal, and t he
Evangelical Medical Missionaries' Aid Society in
Toronto, I spent thirteen weeks as a part of the
health care system of Botswana, a developing
nation in the southern part of the African continent. My base was the Princess Marina Hospital, situated in the country's capital, Gaborone.
It was the largest approved government hospital
in the country, a three hundred bed primary
care centre associated with the National Health
Institute (the country's nursing school). the
Office of the Regional Health Officer, and the
World Health organization's Smallpox Eradication Unit. Under the guidance of Dr. John Bell,
Marina's Senior Medical Officer, and the hospital 's surgical specialist, Sister Joseph, I spent
hours, helping to wade through the daily load
of two hundred patients in the Out Patient's
Department, or assisting in the operating
theatre with procedures from amputations to
thoracotomies. The midwifery instructors
extended to me an open invitation to increase
my obstetrical experience, both in the delivery
room with as many of the hospital's 1300
yearly births as I could manage, or in the ve ry
active Ante Natal Clinic.
One of the most interesting experiences that
I took part in during June, was the monthly
Kalahari Desert Medical Tour, sponsored by the
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Scottish Livingston Hospital at nearby Molepolole, a mission headed by Dr. Alfred Merriweather, and supported in part by the United
Free Chu rch of Scotland. The four hundred and
fifty mile trip took us into the very centre of the
Southern Kalahari. In the four days and four
nights of our trip, Dr. Jan Larssen, a Norwegian
physician , three Batswana nurses, and myself,
treated three hundred and sixty patients; native
Batswana, as well as a few Bushmen, suffering
from the common dese rt diseases of tuberculosis
gastroenteritis, const ipation, and venereal
'
disease. We examined patients late into the
night with the help of kerosene lamps. Our
clinic would be the village schoolhouse or church,
a mud-walled, grass roofed rondavels, whose
floor had been freshly smeared with cow dung
by the villagers, in honour of our arrival.
Driving mile after mile through herds of wild
hartebeest , springbok, and wildebeest, we arrived
at Tsetseng, the most westerly point of our trip.
Here, we saw our first Bushmen, the legendary
inhabitant of the Kalahari Uesert. The Masarwa,
as they are called by the Batswana, Iive today as
men did at the dawn of t ime. Protected against
exploitation by government laws, these unique
people live as an integral part of the nature
cycle of the desert, follow ing the gemsbok and
eland through their seasonal migrations.
The medical value of a tour such as this may
be questioned by some. I o try and diagnose
pulmonary tuberculosis without a chest X-Ray,
without even a microscope or staining equipment, but on history alone, was very frustrating.
To expect a desert villager, whose entire life
has revolved about the sun, the rains, and the
animals of the desert, to take one pill every
eight hours for a month, and then return at the
end of that month for more tablets, is asking
almost too much. And I'm sure the long acting
penicillin injections that we used to treat every
urethral discharge was probably inadequate
therapy. But the important accomplishment
of our trip, and the many that had gone before
ours, was that we were attracting the people of
the Kalahari to seek medical help from a physician
and his scientific methods, and not from their
village Tswana doctors, whose potions and vile
poltices were usually more harmful than good.
It was a summer that left me with many
frustrating and cynical feelings. We have so
much here in North America with which to
deliver a h igh caliber of health care, that we
simply take for granted. Some of the hospitals
that I visited were so short of equipment that
disposable gloves and plastic syringes were
sterilized over and over again. The empty intravenous bags were used for urine dra inage containers. And I will never forget the three
premies, all laying in the hospital's one and

only incubator, sharing it with five or six flies.
The people were so very kind, appreciative
in their own way for any help one could provide
them. I only wish that I had known much, much

more, and had had more time to do all that I
had planned before leaving Canada. It all passed
so quickly.
I cannot wait to return .

Oass News
MEDS '75
Fourth year is turn ing out to be either a
feast or a famine, depend ing on what rotation
one is doing. Somewhere between the 9 to 5 of
some departments and the 36-hour "days" of
others there must ex ist the proverbial "happy
medium", but most of us have yet to find it.

And speaking of fam ine, the local hospitals
have recently decided to make budgetary cut·
backs where they expect to encounter the
least resistance- by cutting off our meal·
tickets. Formerly these tickets have been pro·
vided when we work overnight in the hospita ls.
But now not only do we pay parking fees for
the honour of working around the clock (and let's face it , in some departments at
least half of our "med ical education" consists
of non-educational and non-stimulating
" scut-work" ) - but also we have to feed
ourselves wh ile we do rout ine H & P's for
two and three shifts at a stretch. It is only a
small thing, but it is d isappointing nonetheless
that the respective adm inistrations have so
little appreciation of the work that we do for
them, together with the arrogance to abuse us
in a manner in which they would not dare to
treat unionized workers. Meds IV is the cheapest labour they are likely to find, and they can
hardly expect to gain our unstinting co-operation by reniging on about the only amenity
that has been provided thus far. It is to be
hoped that we will not meekly swallow this
Barmecide's Feast ot " cl inical experience"
without pointing out in a dignified but firm
and organized fash ion that the table is pretty
bare!
Despite the busy-work we were glad to have
had Tachy this year, for it gave us the opportunity to meet with classmates whom we hadn't
seen for six months. Thanks to all the workers
involved, both seen and unseen.
Best of luck to everyone - and if you notice
that you seem to be tak ing longer to break
away from the dinner-table these days, don't
lose any sleep over it !
Neil McAlister, archivist
MEDS '76

Anals of medicine/74 : Dr. Fraud unabashedly
defines 'titanus' as a side effect of estrogen

therapy administered per rectum. It is characterized by a loss of mammary, flatulent outbursts.
bombastic episodes and spasm of the external
stinkter. Something new in the treatment of
hypertension has been submitted by noodlesurgeon Irving 0. Pneumatic O.D.D .: a burr
hole procedure complete with implanted 200
decibel whistle gauges so you can really blow
your top and let everyone else know it .
Haematologist R.U. Sangu inous, offers packets
of 4 unit 'pick-me-up' transfusions for that run
down feeling characteristic of anemics, carrious
vampires, Monday afternoon haematology
sessions, and for those bouts of sauna-like
shock from the pre-exam midnight sweats complete with compression crash helmet (custom
by vice) should you perchance decide to imbibe a modest amount of ambrosial liqueurs
whil e on the 'build better bodies by blood'
plan. Public health officials are now equipped with high powered rifles, infra-red scopes
and penicillin darts accurate at 500 yards, for
hitting elusive V.D. contacts in dark inaccessible rooms.
Otosclerosis (defin ition ): 1) Hardening of
the otic ganglion leading to excessive activity
and consequent hypersecretion of the parotid
gland, which gives rise to the characteristic
sclerring of speech; 2) when automobiles get
very old, Otto, the junkman salts them with
calcium so that they die of tetany and he
doesn't have to do an autopsy. Psychoanalysis
(psyche-anal-Isis) -derived from the old
Egyptian : a peculiar occurrence common among
Egyptian Goddesses married to Osiris. It is
characterized by a psychosomatically induced
relaxation of the levator ani and a concomitant low-pitched wh istling sound. The phenomenon was first noted by Janus "the deuce" as
he was scrubbing in over the week's wash,
whereupon, Isis charioted by in her mini-toga.
Janus looked up just in time to see Isis inadvertently 'flash a moon' as she careened her
chariot off the cranium of a peasant who was
in the process of bowing respectfully. Unfortunately, Hercula, the wife of Janus had witnessed
the witnessing and being of a jealous nature
was not impressed favorably, hence she took it
upon herself to displace Janus' nose largely
toward his occiput, and along with it his right
eye, endowing him with 360 degree vision.
Since that time Janus, the discoverer of
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'psychoanalysis', has been known as the
champion of ambivalence.
Seems as though famine has struck the
Busby room once again and our benevolent
predecessors may be seen huddled formidably
around the few tidbits that can be spared by
the department of Pathology (fried nasal
mucosa, cirrhotic liver flambe, and nitwits
brain a l'etudiante medicale), or devouring
unsuspecting hypoglycemics who happen
to be drawn 'unwittingly' so to speak, into
the area. Steve Shick visited the campus in
October handing out shick tracll razors,
advertised as the sharpest edge in the universe.
The problem is that you require a two liter
I.V. glucose hookup by way of a prep for
your shave. Gord 'Puff' Cramm, guardian
of Olympus and master gardener of many
wondrous exotic weeds, known for his
perennial platitude "two heads are better
than one", has once again tested the true
philosopher's fibre. Putting two bottles of
three feathers (scotch) together instead of
the usual one (and after a reasonable toke of
fresh air), the Puffer, attempting to conjure up
a two-headed pink elephant was forced to
reconcile himself to the fut ility of 'vaulting
ambition', being unable to evoke more tha n a
hydrocephalic hippopotamus despite his most
vociferous cajolling. Said Puff in the O'Learian
tradition : "behind every rainbow there is a
pot of acapulco gold".
U.W.O.'s notorious 'skin man', Faster D.
Pace, has won the Poncho Gonzales award for
fastest lecture of the year, pens down. Says
Faster, "you may think I'm hypertensive or
that I've been out in the sun too long but the
truth is I'm embarrassed, and you would be
too if you spent your whole week dealing in
flesh as I do. I may look like a dermatolog ist,
but I'm really a sexologist. The fact is that
behind every skin problem is a sex problem.
You see these papules that look like accessory
nipples on this patients nose ... well they
aren't. It's really tricky you see because they
are actually wayward pediculis pubis doing
you know what while hanging onto your hai r
follicles. Actually this girl had me fooled until
I discovered during the course of a routine
flagellation (to rid her of vile humours) that
she was an astrological cancer, and you all
know what that sign is. After that it was a si mple
case of amputation ... I had to remove her
index finger because she was writing notes
while I was pontificating. Its enough to scare
you! She was suffering from the same afflication that plagues you people . .. while I'm
talking at 78 rpm, you're listening at 33.
J. G. Coles left his keys in his Silver Shadow
outside the Noodle Factory the other day while
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he slipped in to pick up a noodle to replace
his old one which he claims has been defunct
since the day before he accepted a spot in the
class of 76. When he returned from h is tete a
tete with the Big Noodle, he thought he had
lost his noodle for his Rolls seemed to be missing. Actually his Rolls wasn't missing but he
had been unable to recognize it since someone
had stolen the fire hydrant upon which he was
parked. John instantly went into ventricular
tachycardia with a pulse rate of 42, but was
able to subdue his heart with a valsalva manoeuver
by holding his breath for 3 hours and 15 minutes
after wh ich it stopped. Now John no longer
'
has just blue eyes. He is being rented out by his
agent (and chaperone) Martha D., as a mannequin.
Vic Aniol has had his lifetime collection of
spider-man comics, his new testament, his black
book of outstanding contracts and his .38
Smith and Wesson stolen from the Collip
snoozing room. He is now walking around with
a very worried look on his face, followed by a
mob of recent immigrants in pin stripe suits.
Faster than a speed ing sperm, more powerful
than a double rye, able to mount . .. it's super
Dave, Dave Dalrymple is having more and more
babies these days. It seems that St. Joseph's
hospital admin istrator Picho D. Buck is upset
at the seem ingly endless flocks of storks that
becloud the hospital each day causing lighting
bills to spiral, not to mention the window
cleaning costs. Parking officials are overwhelmed
at the myriads of Mack transports obstructing
traffic around the hospital while wheeling off
herds of Dave's offspring. Obstetrical staff
have been working night and day to keep up
with Dave's seem ingly limitless prol iferation
which has been estimated to reach 1 billion
by the turn of the century, if 'deceptive Dave'
is not subdued. He is currently on massive doses
of salpetre, hypotensive agents and tranquillizers
and his lifetime subscription to Playboy has
been cancelled. He is even bound hand and foot
whenever he visits his wife (who maintains 5
suites on the obstetrical floor on a year round
basis). but all in vain for the prolific proponent
of priapism is perpetually potent. Dave is considering applying to the Canadian OB/ GYN
association for a commission on what he terms
a "lifetime" investment in this branch of the
profession.
Annie Fanny (as she is known fondlingly
to her friends) has the fastest VW in town, and
she needs it to evade the hordes of bell igerent
pedestrians and cyclists who chase her after she
has d isplaced them from the sidewalks during
her absent-minded meanderings. She can burn
rubber on all four tires if you tow her behind
a ten speed wh ile her brakes are on, or when she
gears down and settles for reverse when she

can't find first . She slanders professors and
blasphemes the holy few of medicine in her
erroneously-titled 'bon mots' (from the cistern)
without reproach, but rather leaves them
begging, even disgracing themselves with sensationalist antics and expressions far beyond the
level of the mortal macaw, for even the most
trifling mention. Fortunately, Mad News has
no such denigrating penchant. Just recently
Annie had her hair lowered and her face lifted
so that she now has no forehead and can pass
herself off as a neanderthal , except that her
voice is too high - that's what you get when
you have canary soup and birdseed for lunch
each day. Chuck Myers gets elected karateka
of the day . . . the day he busted 8 metacarpals
and displaced both thumbs to his shoulders
while attempting to break a brick (of soft ice
cream). on top of a block of granite. He now
busts microsections of Balsa wood with his
nose.
Tom Reise is the fastest squash player on
campus. He gives his opponents a minimum of
15 mg dextroamphetam ine sulphate as a handicap, and then plays them into hypocalcemic
tetany and hangs them on his washroom wall as
troph ies. (When he has the runs he practically
puts h imself into orb it) . He's quick, slick,
tougher than a porcupine sandwich with tabasco
sauce, and he cheats li ke hell. He has a 360
degree follow-through and arms like an orangutan, a technique which seems inevitably to displace even the most adamant aficianados from
the court (or consciousness) just like waving a
20 pound, 4 foot, lead-filled magic wand. Tom
wears razor-lined spring-loaded track shoes for
catching high shots (at the ceiling) and
slashing his awestruck opponent to shreds on the
rebound. They call h im the human pogo-stick.
As if that wasn't enough, h is shots sizzle out at
Mach 3 and even if you cou ld see them you
can't swing at them because your ears are popping from the sonic booms. He can swing 415
times at the ball before it takes a second bounce,
leaving his partner dizzy , nausous and well tanned . Furthermore, should you by some incredible
fluke be winn ing near the end of a set, Tom (the
Flasher, as he is known by the abominable
Delaware 3) has the perturbing habit of hiding
the ball in h is nostril, jock or some less accessible orifice ... and thusly passes the greed of
this world .
Benevolently,
M. McGarragle

have taken place. Several of Voker's friends
urged him to get a hair cut- he went to the
barber for an estimate - said it was too high.
There's advantages to be bald though; no one
can tell you hair raising stories. Disadvantages
too- for instance when you wash your face
where do you stop? Jim Cameron made it to
seventeen eight-thirties last year; he was surprised himself. He's become so slack lately he
gets tired just going to bed (basically a problem
of mind over mattress) . Says he's not going to
lose any sleep over it though. Greg Gillis got
into a little scandal last year - had one of his
friends draw up his briefs. Barry Rosen went
into the hospital for an operation on his knee.
They gave him a private room- said he was
too ugly for wards. Aaron Jesin got quite a
shock when he found out where babies come
from . Apparently his grandfather told him
all you do is put a 1967 American quarter
beneath your car rear window defroster
(tail side up) .
Big party at the end of the year. Unfortunately, I couldn't make it (had too much to
drink). Understand things came off pretty
good. Phil layed bare the facts - we knew he
was ly in' though- nothing big happened.
Ph il made it home alright, except for one small
accident. Just as he was turning into his driveway, somebody stepped on his hand.

MEDS '77

Over the summer, Charlie Monk had his
family tree looked up. They traced it back to
August 31, 1937, Tillie's motel on Route 84 . ..
and from there it just seems to phase out.
Sandy Pritchard, whom we've all come to
know and love was going out with a girl that
was a twin. I asked him how he could tell
them apart, he said, "Everytime I kissed her
brother, he'd punch me a lot." Don Jolly
stayed here this summer in an apartment by
St. Jo's. Said the apartment was so small
that when he stuck the key in the door, he
broke the window. And- the mouse was
hunch backed. AI Cutten's been having bad
luck too. He went to Toronto this summer
and got beat up at a love-in. Paul Wright's
been working in Ob. Gyn. again. Says he's got
a new motto, "Always at your cervix!" Matt
Stempien told me about his work in psychiatry.
Saw a patient with kleptomania- said he
wasn't taking anything for it though. So he
gave him a plebiscite to see what could happen.
I believe this is an archaic practice. From the
old saying "We can't have archaic and eat it
too". It's a di hydro aromatic compound.
(Aromatic -that which smells bad all by itself.)

I was deeply ruptured when someone accosted me in the hall the other day to engross a
brief dermatome on the students of our class.
During the past year many lymphatic events

Seriously now a few things have already
happened this year which need mentioning. Bob
Cameron won the erection for Senate. He's
fairly impotent now, and you really have to
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hand it to him, he hung in there and won it
hands down (somewhere) . Bob Hirzen went out
for Hallowe'en dressed as a face cloth. He really
cleaned up on the candies. Tried to pull a t rick
on a house when someone opened the doo r and
he swallowed the doorknob. It turned his
stomach. Dale Doran went as a school bus. I
guess you could say he really took the people
for a ride (if your standards were as low as mine).
Steve Cooper, the guy who sometimes sleeps in
the seat beside me joined the army th is year.
They wanted to make him a semi- private. With
all his money he's already taken a holiday (it
was my week to go to class anyway). He went
to Hawaii to meet a friend. Said a lot of the
girls wear grass skirts so he took to 'hitting the
hay early' - the hula dancers are easily swayed.
Paul and Lall ie celebrated their wedding
anniversary. Lallie didn't know what to get Paul
(what do you get the man who has everyth ing?)
-so she bought him a Polish-Japanese dictionary.
Paul bought Lallie a street map of Toledo and
some battery operated 0-tips. Last year he
bought her an electric blanket with a thousand
foot cord because she walks in her sleep. She
says that way she can get her rest and her
exercise at the same time. At the last football
game someone caught Mary Lee unaware (as in,
"She got mad cause I twanged the elastic in her
unaware") . Michael Halls said he still hasn't
made any mistakes yet this year. Once, he
thought he made a mistake, but he was wrong.
It was nice to see Bob Brown at the last party.
He brought all his friends - they both had a
good t ime. This reminds me of an antidote he
once gave me. When he was in grade four Social
Studies (Geography). the teacher asked "Does
anyone know where the Polish border is?" Bob
quickly retarded "We don't know teacher, last
week he ran off with my sister". Of course, Bob
was still a kid at the time. All kidding aside
though things have improved since last year,
more parties, more booze, more nurses, more
booze, more good profs, more booze and, of
course, more fun (and more booze) .
To recapitulate and circumsize the entire
course, it's been another fun year of saving lives,
stamping out disease, and easing human suffering (Isn't life great!?) I have to leave now as a
patient just perspired at Vic's; but the autopsy
will probably be no sweat. (Sorry)
Siegfried Erb,

P.S. Recent clinical studies have shown that
80% of breast cancer in women is caused by
men who smoke Dutch Masters. A follow up is
now being conducted to see if the same relationship holds true for Cancer of the cervix.
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MEDS ' 78

Kathy Gray

It seems like only yesterday that none of us
actually believed we had actually been accepted
into MEDS '78, yet the first trimester is rapidly approaching its end. Opinions concerning
the "new curricu lum" are mixed, however,
some have been hea rd to say that they are
"perfectly happy". The pace is stupifying, a
fact that is readily reflected by many of our
marks, u nfortunately . Isn't it incred ible that
we have al ready hurdled through such courses
as histology and biophysics entirely, and are
half-completed gross anatomy? The immense
volume of work does not seem to have interfered with our social lives. Ann Hagarty, our
social convener, has seen to that. Hallowe'en
night was spent trick er treating at the hospitals
(followed by a detour to the Ridout). A
second momentous occasion was the Meds I
roller skating party. Despite numerous falls
and coll isions not one participant complained
of a twinge of pain. I wonder why?
The class of '78 is one of d iverse origin. The
pol ice force, the " plumbers", the nurses, the
environmentalists, the psychologists, the jocks,
and the jockettes are all represented as well as
the good old Natural Science faculty . All in all
it makes for a spicy class with an assortment
of views on life and medicine.
Natu rally, Bill Borre, our policeman of eight
years, is maintain ing law and order as class
president. He may normally be seen patrolling
the front of the class with a percussion hammer.
Dr. Don isch, not to be intimidated, never fails
to put Bill down if he answers a question in
Biochem istry. "How on earth did you manage
to get 8 ATP from the Krebs cycle?"
Pete Kalman has developed an interesting
pathology. Wing- like appendages have sprouted
from his scapulae and a glowing ring floats
above his head. The onset of illness is said to
have occurred in Biophysics class when Dr.
Groom prevailed upon him to "be an Angel
and lower the projector screen".
Our professors never fail to provide moments
of humour; Dr. Roach with her fancy bouncing
balls (to demonstrate the difference between
viscous and elastic materials). Dr. Altmann
with his Transylvanian accent lecturing on the
bloooood, and the anaal canaal, and Dr. Wilson
with his artistic drawings of a shapely female
breast. And they say basic sciences are dry???
All in all, life for a first year Meds student
is all it's cracked up to be and more. With
November exams upon us, most of us are now
praying that some day we'll be given the
opportunity of finding out what comprises the
life of a second year Meds student, or even . . .
should I dream of it . . .? a doctor.
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